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MEDICAL ETHICS* 


BY SAMUEL B. WOODWARD, M.D.t 


Gentlemen: 


ii SSS human nature has changed since the 
Harvard Medical School certified to a more 
or less anxiously waiting public that I was qual- 
ified to enter the profession of medicine, the 
thought of being subjected to the formulas of a 
school of ethics when practice takes the place of 
theory and accomplishment that of preparation, 
arouses in the minds of many a real fear of un- 
wittingly doing some one thing or pursuing some 
one course Which may incur condemnation; for 
the great majority of us wish to live in conform- 
ity with those rules of conduct which meet the 
approval of our fellow practitioners. 

Civilized men are supposed to be mindful of 
others’ rights, doing to others as they would 
that others should do to them, for reduced to the 
minimum of phrase and words that is the es- 
sence of all ethics, general and specific. 

He that has what we eall character needs no 
code of ethics to keep him in the narrow path 
be he priest. advocate, merchant or physician. 
This is not the place nor would the time allot- 
ted me permit any extended consideration of 
ethical conduct in general, nor indeed has the 
standard of conduct remained always the same 
down through the ages. Surprisingly different 
views of one’s obligations have existed, as the 
subject engaged the attention of philosophers 
and students from the time of Plato, Aristotle, 
Socrates and the eynies down through that of 
St. Augustine and Thomas Aquinas to the era 
of Locke, Shaftesbury, Spencer, Bentham and 
Adam Smith. 

That ethics, greek ethikon, is the science of 
right conduct and character, has to do with the 
erounds of moral obligation, with the rules that 
ought to determine conduct, with man’s duty 
with respect to himself and to others all will 
agree, but the assertion of one philosopher that 
a good which is not in some sense my good is 
no good at all and that no act can be said to be 
moral which does not satisfy me, a very comfort- 
able philosophy indeed, can seareely meet with 
general approval. 

But in all the speculations of the philosophers 
of ancient and modern times there is little or no 
mention of medical ethies, that particular system 
of principles and rules concerning moral obliga- 
tions and regard for the rights of others, appli- 


*Address delivered before the students of the Harvard Medical 
School, 

+Woodward—For record and address of 
Week’s Issue’, page 884. 


author see “This 





cable to physicians and to physicians only. What 
is ethical for others may not be ethical for us, 
for we are truly set apart in our relations to the 
community, entering the home as no others enter 
it, seeing things that no other outsider ever sees, 
told secrets confided to no one else, able if we are 
not restrained by our ethical sense of right and 
wrong, by repeating what we see, to often bring 
catastrophe unparalleled not only on individuals 
but even on.society itself. 

There is a system of legal ethics for lawyers, 
business ethics for the business man, social ethies 
for society in general, but with these we as prac- 
titioners of medicine have nothing to do. The 
system of medical ethics is to us paramount. 
The first attempt to formulate such a system 
belongs probably by right to Hippocrates and if 
the Hippocratic oath so-called is rightly ascribed 
to him, it antedates by hundreds of years for the 
euidance of physicians the golden rule promul- 
vated for the guidance of the whole human race. 
It is far from being as inclusive as is that teach- 
ing of Christ but it binds its subscribers to do 
certain things which all ethical physicians do 
now and forbids certain practices which each 
one of us at this time would depreeate. It reads 
as follows: 


I swear by Apollo the physician and Es- 
culapius and health and all-heal and all the 
Gods and Goddesses that according to my 
ability and judgment, I will keep this oath 
and stipulation; to reckon him who taught 
me this art equally dear to me as my par- 
ents, to share my substance with him and 
relieve his necessities if required; to regard 
his off-spring as on the same footing with 
my own brothers and to teach them this art 
if they should wish to learn it without fee 
or stipulation; and that by precept, lecture 
and every other mode of instruction I will 
impart a knowledge of the art to my own 
sons and to those of my teachers and to dis- 
ciples bound by a stipulation and oath ac- 
cording to the law of medicine, but to none 
other. I will follow that method of treat- 
ment which according to my ability and 
judgment I consider for the benefit of my 
patients and abstain from whatever is dele- 
terious and mischievous. I will give no 
deadly medicine to anyone if asked, nor sug- 
gest any such counsel, furthermore I will 
not give to a woman an instrument to pro- 
duce abortion. With purity and with holi- 
ness I will pass my life and practice my art. 
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| will not cut a person who is suffering with 
a stone but will leave this to be done by 
practitioners of this work. Into whatever 
houses I enter [ will go into them for the 
benefit of the sick and will abstain from 
every voluntary act of mischief and corrup- 
tion and further from the seduction of fe- 
males or males bond or free. 

Whatever in connection with my medical 
practice or not in connection with it Ll may 
see or hear in the lives of men which ought 
not to be spoken abroad, I will not divulge 
as reckoning that all such should be kept 
seeret. While I continue to keep this oath 
unviolated may it be granted to me to enjoy 
life and the practice of the art respected by 
all men at all times. but should I trespass 
and violate this oath may the reverse be 
mv lot. 


Casting aside the first paragraph of this oath, 
the reflection of his origin from a family of 
priest physicians which also impelled him to con- 
fine his teaching to a definite class and retain 
for the profession certain medical secrets, and 
discarding his decision never to cut for a stone, 
then of course the prerogative of the barber sur- 
veons a despised order of practitioners with 
whom he would not, however, interfere, what 
school of medical ethies is not built on the axiom 
that the benefit of the patient is always the first 
thing to be considered, that no physician can by 
deadly medicine end a human life or procure 
an abortion, or again tell in the market place 
what he learned in the home, the only modern 
addition, due to our more social sense, having to 
do with the attitude of physicians to each other. 
Hippocrates cast superstition aside, disassociated 
medicine from priesteraft. discarded charms, 
amulets and incantations, deprecated blind em- 
piricism, recognized the vis medicatrix naturae 
and in 430 B. C. was thus also, the first promul- 
gator of any system of medical ethics and far in 
advance of many of those who followed him 
down through the centuries even almost to our 
own time. 

The quarrels of physicians have been notori- 
ously bitter and eriticism of new advances has 
not always been held within the bounds of 
decency. Religious antecedents have not been 
easily forgotten and as late as the sixteenth 
century we find Fallopius (he of the tube) and 
‘Ambroise Paré (the man of the ligature) so bit- 
ter in their criticism of the famous Tagliaecozzi’s 
rhinoplasties of the previous century, as contra- 
vening the will of Providence, that this distin- 
guished surgeon’s body was exhumed = and 
thrown out of the cemetery in which it had been 
buried, while in 1788, but 141 years ago, the 
Paris Faculty of Medicine interdicted face re- 
pairing altogether for the same cogent reason. 

It is to make definitely evident the econdemna- 
tion by the profession of an attitude toward any 
decent member remotely resembling that of these 
two most notable men toward an equally distin- 
guished brother, to curb the possible black sheep 





among us, to guide the steps of those prone to 
wander, to hold up to those joining us the best 
traditions of the profession and in short to set 
down in black and white what a doctor should 
and should not do, that societies of physicians 
have almost universally appended to their ftel- 
lowship requirements a so-called code of ethies. 
These Codes vary in length and particularly in 
wording, some of them carefully defining with 
ereat minutiae every possible dereliction, others 
contenting themselves with general statements, 
but one and all agree on certain principles hav- 
ing to do with the relation of a physician to his 
patients, to his colleagues, to the public and to 
himself, and little or nothing is to be gained by 
comparing one with another. 

The Massachusetts Code, a code of general 
principles making no attempt to cover all pos- 
sible contingencies as does the lengthy code of 
the American Medical Association, was prepared 
and presented by Dr. Henry J. Bigelow of Bos- 
ton in opposition to the majority of a commit- 
tee charged with formulating a code in 1880 and, 
slightly modified in language, with the omis- 
sion of the statement that the success of physi- 
cians depends on their moral character, scientific 
attainments, industry and business talent—a 
sufficiently obvious axiom—it remains to this 
day the code and the only code of ethies to whieh 
Massachusetts physicians are asked to subscribe. 
Its originator, the distinguished Surgeon Bige- 
low, well said that a short code was sufficient for 
honorable men and gentlemen and that others 
would be bound by no code. So simple, so short, 
so pithy is this code of Dr. Bigelow’s, so thor- 
oughly does it cover the general principles which 
should guide us as physicians and as men, that I 
know of no better introduction to the diseussion 
of conerete things that we all meet in our prae- 
tice than to read it to vou at this time. It eon- 
sists of but seven Articles. The code of the 
American Medical Association, which enumer- 
ates the specific things that one should and 
should not do, contains after all nothing more, 
elaborated into detail as it is. 


Article 1 
Physiciaus should encourage sound medi- 
cal learning and uphold in the community 
correct views of the powers and limitations 
of the science and art of medicine. 


Article 2 
A spirit of competition considered hon- 
orable in purely business transactions can- 
not exist among physicians without dimin- 
ishing their usefulness and lowering the 
dignity and standing of the profession. 


Article 3 
The first duty of physicians is to their pa- 
tients, who have a right to expect that their 
dliseases will be thoroughly and properly 
treated and their mental peculiarities or in- 
firmities will receive charitable considera- 
tion. 
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Article 4 
Physicians in their professional relations 
should be governed by strict rules of honor 
and courtesy. Their conduct toward each 
other should be such as to secure mutual 
confidence and goodwill. They should take 
no steps with a view directly or indirectly 
to divert to themselves the patients or the 
practice of others. Except in eases of press- 
ing emergency they should not consent to 
take charge of the patient of another physi- 
cian, unless the regular attendant has been 
duly notified. If called upon to take charge 
in eases of accident or other emergency they 
should relinquish their care of the case as 
soon as the regular attendant is able to re- 
sume responsibility. 
Article 5 
Consultation should be encouraged in 
cases of doubt, or of unusual responsibility. 
The aim should be to give patients the ad- 
vantage of collective skill. | Discussions 
should be confidential. Care should be taken 
to avoid impairing in any way the confi- 
dence of the patient in his attending phy- 
sician. 
Article 6 
Fee tables have a local application only 
and are designed to indicate reasonable 
charges for service. But with the under- 
standing and consent of their patients be- 
forehand physicians may place any value 
upon their services deemed proper. 
Article 7 
The distinction between legitimate medi- 
cine and quackery should be clearly main- 
tained. Physicians should not advertise 
their methods of practice nor have an in- 
terest commercially or otherwise in secret 
remedies. 


Follow the principles enunciated in that short 
code and you will not stray far from the proper 
path. Use your common sense in unusual situ- 
ations, always be jealous of that ethical reputa- 
tion which is truly an asset, not only of moral 
but of material worth, for one regarded by his 
brother practitioners as unethical, a medical 
outlaw, is not getting what he should from a 
profession hard enough at the best but I should 
suppose under such conditions intolerable. 

You, the physicians, are not only trusted serv- 
ants of the individual but vou are, if the illness 
of the patient may imperil the well-being of 
others, responsible as well to the publie health 
policies of the state. Your responsibilities 
extend far beyond the borders of the sick room, 
and the community looks to you and should not 
look in vain for coéperation with health officers 
and the upholding of health standards. You, 
if clinicians, work with a clientele which does 
not and cannot know the quality of your work 
far less the motives which actuate your conduct, 





and if that conduct falls below the standards of 
honorable gentlemen you disgrace the profes- 
sion of which you are members. Medicine is a 
splendid profession but an infernally poor trade. 

I am not talking simply for the benefit of the 
garden variety of general practitioners, if any 
such still exist in this day of the cultivators of 
specialties, for these latter gentlemen should be 
subject to the same rules of conduct as are those 
of us who do still and will for the future glory 
in the thought that we are or in my case were of 
the so-called family physician group. And right 
here let me say that if any of you decide to 
become what I might call small-town physicians, 
you have open to you a career that is not with- 
out its rewards. It is no small thing to be the 
confidant and the trusted advisor in storm and 
stress of family groups, to feel that friendliness 
which ties you to your patients in all kinds of 
trouble, to become as you can become a leader 
in your community in non-medical affairs, to be 
in short ‘‘it’’ in the place where you have set- 
tled, in a way rarely possible to one living in a 
large city or to one devoting himself to a spe- 
cialty and attending to patients whom he sees 
but a few times and for specific ailments. The 
country places need some of you. Think it 
Over, 2. 

Small are the rewards of exposure in epi- 
demies. ‘Too often the doctor who fights is for- 
gotten, too often if he dies he leaves his family 
destitute, yet he who shirks is a coward and cow- 
ards should not be and rarely are found among 
us. The doctor is as lable to die of contagious 
disease as is any other man, although the laity 
are prone to think otherwise, but he cannot 
afford to think of the risk. Never has there been 
a lack of medical heroes, who care little for fame, 
think not of the outcome, rejoicing in the doing 
and in the doing only. Who always press for- 
ward under such circumstances while others flee 
or hold back? Physicians and with them, ex- 
posed to even greater risks are nurses, while a 
grateful country, freed from vellow fever forever 
by a Reed, so liberally pensions his widow that 
she is obliged to supplement its charity by her 
own efforts and now thirty years later proposes 
for the widow of a Lazear the munificent pension 
of $3,000. Nevertheless and notwithstanding 
when the call comes again other physicians will 
be ready to answer; others will take the place of 
those who have fallen, thinking little of reward, 
ready simply to do their duty. In times of 
stress, when courage, wisdom, self-sacrifice, 
generosity and devotion are called for, let your 
answer be ‘‘adsum’’ for you belong to a profes- 
sion than which there is and can be none nobler, 
than which there should be none less selfish. It 
is ethical to offer yourself. It is unethical to 
hold back. 

It is obvious that as a general rule what is 
confided to you by your patients should be re- 
peated to no one and equally obvious that de- 
fects of disposition, flaws of character, secrets of 
married life, and such like things revealed to you 
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in your contacts with those you serve should be 
kept to yourself. But it is equally obvious that 
at the request of a patient you cannot consent to 
keep the presence of contagious disease, for ex- 
ample, from the knowledge of the health author- 
ities and yet you will be asked so to do more 
than once if your practice is extensive. Every 
physician is in a sense a health officer and in that 
capacity his duty to the community overtops and 
should overtop loyalty to his patient and the 
desire to keep secret what he observes and learns 
during his visits. Use your common sense in 
such situations. I would by no means think it 
my duty, for example, to give information to 
the police of infractions of the prohibition laws, 
but it would be quite another matter if I discov- 
ered a murderer concealed under the bed. What 
are you to do when you know that Tom is about 
to marry Mary and discover that Tom is a syph- 
ilitie or is infected with gonorrhoea, Tom refus- 
ing to delay his marriage or confess his condi- 
tion despite all your arguments, prayers and 
threats? In a noted English case where the phy- 
sician disclosed such a condition to the parents 
of the prospective bride he was tried for violat- 
ing professional confidence, convicted and fined 
a large sum of money. I myself would consider 
it my duty, all other means failing, to follow 
that physician’s example whatever the conse- 
quences to me might be, and I would think my- 
self unethical if I did not do so. Others may not 
agree with me and I might not have the courage 
to do it, but the duty seems to me to be obvious. 
Yet the general rule holds. Keep to yourself 
what you have been told in confidence, spread 
abroad nothing that you have seen, refuse to 
talk about your patients to inquisitive outsiders, 
be no leaky vessel. Said a Worcester physician, 
noted for his brusque ways, when an intrusive 
individual asked him what was the matter with 
a patient in the house he was just leaving. ‘‘He 
is sick’’, was the reply and as he climbed into his 
carriage, ‘‘else why should I be here’’? 

No one knows what a physician’s visit means 
until he is himself ill. 


“Not till you play the patient in your turn, 

The mornings visit’s mystery you shall learn; 

’Tis a small matter in your neighbor’s case, 

To charge your fee for showing him your face; 

You skip upstairs, inspect, inquire and touch, 

Prescribe, take leave and off to twenty such; 

But when at length by fates transferred decree, 
- The visitor becomes the visitee, 

Oh then indeed it pulls another string; 

Your ox is gored and that’s another thing. 

Each look, each movement, every word and tone, 

Should tell the patient you are all his own,— 

Not the mere artist purchased to attend, 

But the warm, ready, self-forgetting friend, 

Whose genial visit in itself combines 

The best of cordials, tonics, anodynes.” 


There is medical ethics in every line of this, 
for the proper practice of medicine includes the 
care of souls as well as of bodies, which no one 
knew better than Dr. Oliver Wendell Holmes, its 
author and there is, behind the lines, concealed 





advice for the young practitioner which he may 
well heed, for his first duty is of course to his 
patient not to the profession and that duty is not 
limited to the giving of advice, prescribing of 
drugs and performance of operations, nor will 
he, other things being equal, be truly successful 
if he cannot impress his personality upon those 
who employ him. It is not unethical to be sym- 
pathetic and to show sympathy in your manner 
is often more important than is your treatment. 
Your optimism is a tonic. Your very presence 
is a help and how much all this means to the 
sick person you will never know until you your- 
self are laid low. ‘‘My husband told me before 
he died,’’ said his widow, ‘‘ ‘that I just knew 
by his touch how much sympathy he had for 
me and I felt better every time I saw him’ ”’, 
and I had thought that my visits were absolutely 
useless. 

The Hippocratie oath bound one not to give 
a deleterious or poisonous medicine, but it does 
not bind one (does modern ethies bind one) to 
keep the soul in the body until the last possible 
moment. When your patient is dying from old 
age, or is in the last stages of cancer, or tuber- 
cular infection, unable to swallow food, shall you 
give nutritive enemata, withhold morphine or 
by any other means endeavor to postpone the 
inevitable? There may be reasons for desperate 
efforts in that direction to enable for instance a 
son, daughter, husband or wife to reach a be- 
loved relative before the end, but in the absence 
of such or similar motives I hold it to be your 
duty to smooth as much as possible the pathway 
to the grave even if life be somewhat short- 
ened. Nor is it necessary to talk it over with 
friends and relations, nor need you expect them 
to formally countenance either neglect or ex- 
pedition. Let that be your affair settled with 
your own conscience. I have no sympathy with 
the man who would shorten the death agony of 
a dog but prolong that of a human being. 


It is ethical to collect your bills, but it is not 
always an easy matter. It is ethical to press the 
dead beats whom you are sure to meet early in 
your practice, as they descend the ladder from 
the older to the younger practitioners. It is not 
to your advantage to have the reputation of 
making too many visits, equally not that of mak- 
ing too few. It is unethical to overcharge the 
poor and needy and it is unethical to make need- 
less calls, spend unnecessary time and involve 
patients in extra expense simply because they 
are able to pay for it. If they demand it, well 
and good, but be not one of those who treat the 
poor with seant courtesy and the rich with over- 
service. 


Let no one make you suppose that you are 
obliged to accept any person as a patient. I 
have been threatened with a suit at law because 
I refused to go to a case and ignorant persons 
think that anyone may eall a doctor at any 
time and he must attend to them. But remem- 
ber this that when you have once undertaken to 
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care for a case, you have no right to abandon it 
without making some provision for further care 
and that injury resulting from such abandon- 
ment can be the basis of a very proper suit at 
law. Such suits have been brought and sub- 
stantial damages obtained, notably in obstetrical 
cases. 

It is unethical for a physician to keep to him- 
self any discovery that he may make which may 
be of benefit to the community or to his fellow 
practitioners. Here medical traditions differ 
essentially from the ethics of business and the 
general ethics of society, for outside of our pro- 
fession the inventor or discoverer of something 
new, promptly as a rule, proceeds to appropriate 
to himself the profits of his discovery or in- 
vention by patents or other means. With us such 
procedure would at the present day be consid- 
ered almost criminal and any one keeping to 
himself any medical procedure or patenting any 
medical device would be thought to have put 
himself outside the pale. In past times it was 
not always thus. The Chamberlains kept their 
use of the obstetrical forceps to themselves for a 
long time to their own financial profit ; but pro 
contra in 1858 Dr. Hooke of Lowell was ex- 
pelled from the Massachusetts Medical Society 
because as the edict reads ‘‘while exercising the 
duties of a physician he offered to the public 
medicines, the composition of which he kept 
secret, thereby offering to cure by such secret 
remedies, writing prescriptions unintelligible to 
any druggist except the one who attended to his 
own nostrum and drugstore’’. Medical distribu- 
tors of proprietary medicines do not cover them- 
selves with glory but really acknowledge their 
lack of knowledge and inferiority in judgment. 

Need for an operation has nothing to do with 
the depth of the patient’s purse. 

Do not boast too much of your successes lest 
others be tempted to talk of your failures. Do 
not imitate the young physician who, asked 


about his practice, claimed to be three weeks 


behind in his ealls. Such statements are not 
convincing to an older man. 

I presume that more physicians get into trou- 
ble from unethical conduct toward their col- 
leagues than in any other way. What is per- 
fectly legitimate in trade, active competition, at- 
tempts to secure the customers of others by 
more favorable offers of service, by reduced de- 
mands of compensation, are not for you if you 
wish to retain the respect and support of your 
fellow practitioners. Medicine is a profession 
not a business and while the physician is worthy 
of his hire, one who has no more exalted motives 
for entering it than simply to make a living 
would better sell bonds, run a hotel or open a 
easoline station. Nothing will make more trou- 
ble for you than a reputation for unjustifiably 
taking cases away from other physicians, for the 
favorable opinion of your fellows is, when you 
begin practice and indeed afterwards, of the 
greatest importance. Naturally such changes 


cannot always be avoided for patients become 





dissatisfied, their advisers become older and they 
wish to try the new doctor with the fresh 
diploma who has recently come to town. I see 
no reason why the former attendant should take 
exception to such a proceeding, nor why any pa- 
tient has not a right to change his physician 
without informing him or consulting with him 
in any way. But take no case which is being 
actively attended by another physician until he 
has been duly notified that a change is to be 
made. Let the family have that unpleasant 
task; it is not your job. It is not pleasant to 
meet while entering your patient’s house his 
previous attendant walking out and you should 
not be placed in that predicament. If you are 
consulted or called in under other circum- 
stances there need be in my opinion no hesita- 
tion in responding. Patients are queer at times. 
I once attended a typhoid fever case for several 
days, making my one daily visit in the morning 
as it happened. Seeing on one of these visits 
a bottle of* medicine on the mantel I casually 
picked it up, saw that it was dated three days 
before with another doctor’s name on the label, 
and asked for whom it was intended. It was 
for my patient, was being used and the other 
man during the whole time I was in attendance, 
coming as I said in the morning, had been com- 
ing in the afternoon utterly oblivious of the 
fact that I had been ealled in at all, while the 
poor patient was getting all that was coming to 
him from us both. Needless to say, there was no 
nurse in charge and that we both promptly with- 
drew from the case and let somebody else take it. 

I wonder if anyone before me would be able 
to put over what a certain Worcester doctor did 
many years ago. Dr. F. was approached by a 
man who said that his wife was very ill, that Dr. 
B. was in attendance, that he was dissatisfied 
with what was being done and that he wished to 
make a change. ‘‘ Very well’’, said Dr. F., ‘‘go 
and discharge Dr. B., come back and tell me 
you have done so and I will go and see her.’’ The 
man did not return. Dr. F. saw him several 
times on the street but he seemed to be avoiding 
him. He was finally cornered and asked why 
he did not come back. ‘‘Well’’, said he, ‘‘I 
told Dr. B. what we wished to do and he said he 
could not consent to make a change of doctors 
in the middle of a case, so we kept him.”’ 

It is obvious that if another physician asks 
you to see a patient for him you should neither 
try to hold the case beyond the emergency for 
which you were ealled, nor if called again later 
respond without a conference with him. If you 
are called when he cannot be found, report to 
him and ask him to eall as soon as he ean do so. 
You will not infrequently find that patients will 
ask you to continue until the particular emer- 
gency has passed, but my advice to you is to 
refuse, say nothing of this demand, report the 
ease back and await developments. It is not an 
unheard of thing to have the physician himself 
request you to do exactly what the patient’s 
friends wished and you have made a friend 
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instead of an enemy of your fellow practitioner. 
If on the other hand you are the one sending 
another man, it often rests with you to decide 
whether to tell him to go ahead or not and my 
own practice has always been to tell him to keep 
the ease if the family wishes it. If the family 
in question is wavering in its loyalty to vou, it 
is an excellent opportunity to let them try some- 
body else with no friction and no unpleasantness. 
If worth the keeping, they will usually return. 
No physician can, it seems to me, wish to pre- 
seribe for people who do not believe in him or 
who no longer have confidence in him, nor is it 
to his advantage to do so. Every physician with 
a large practice has probably some families that 
he would like to get rid of and these same fam- 
ilies are excellent feeding ground for the young- 
er fry to sharpen their teeth on, if one ean 
sharpen his teeth on the ground. Perhaps I am 
over-anxious to be ethical in these regards, but I 
am convinced that excess of care makes for har- 
mony and without harmony what is life worth 
after all? I also firmly believe that from a ma- 
terial standpoint a reputation for leaning over 
backwards in such situations gives a reputation 
of real value to the young man who is trying 
to make a start. You do not know how much 
you and your qualifications are discussed by pa- 
tients with the older practitioners and how much 
weight their opinion has with those who are de- 
sirous of casting an anchor to windward and of 
having a second choice when their trusted phy- 
sician is not available, or has passed on. 

If two or three physicians are called to the 
same case in an emergency, the first to arrive 
takes charge, but at onee retires or offers to re- 
tire when the regular family attendant appears. 
2anic sometimes causes a family to summon 
what appears to be the whole faculty. I remem- 
ber once arriving as the ninth physician to a 
baby in convulsions, getting no further than the 
outer door. In such eases it is probably un- 
tactful, possibly unethical, to present a bill. At 
any rate I did not and doubt if it would have 
been paid if I had. 

It is unethieal to the last degree to make 
derogatory remarks about other physicians. 
Chance words dropped from your lips may when 
vou are established with an enviable reputation 
do more damage than you realize, and let me 
say to those soon about to begin their careers, 


_often more damage to yourselves than to the 


one spoken of. Such remarks carelessly made 
too often like the proverbial curses come home 
to roost. Your success depends fully as much 
on the friendship of your fellows as on that of 
the publie too often fickle and changeful, prone 
to run in schools after a new light in the heavens, 
to as quickly drop him for a still perhaps more 
brilliant but at any rate newer apparition. 
Therefore and finally never be led to express un- 
favorable opinions of other physicians, regular 
or irregular, not even if well-known quacks and 
charlatans. It is unethical in the one case, un- 
necessary and it does not pay in the other. I 





am speaking of individuals not of systems of 
medicine but even in speaking of systems and of 
eults it is well to be conservative in your re- 
marks. And once more, when vou succeed an- 
other physician in the care of a patient say as 
little as possible about his treatment whatever 
you may think of it and if it be criticized by 
patient or family do not allow yourself to be 
drawn in. It will do you no good. You your- 
self are not infallible. You may succeed no 
better than did he. It is possible that there 
may be something that even you do not see. 
Why make an unnecessary enemy if your views 
do not coincide? Your influence is better than 
any criticism. Build up by what you do your- 
self, but build up nothing by criticism of your 
predecessor. Never be coward enough to say 
that he, your predecessor, left the case too late 
for you to do anything. Let the family say that 
if they think best. If the patient hints at mis- 
takes made, have a care not to triumph and 
have not only a care but a fear that it may be 
vour turn next. 


CONSULTATIONS 


In serious illness, in doubtful or difficult con- 
ditions, a physician should request a consulta- 
tion primarily in the interest of the patient to 
provide as the eode has it ‘‘the advantage of 
collective skill’’, secondarily to protect himself 
if disaster or death should supervene. The re- 
quest should be made early enough to prevent 
the suggestion coming to him rather than from 
him, before, if possible, the family begins to 
worry even though the physician sees no great 
cause for it. Consultations should be encour- 
aged whenever there is any doubt in the physi- 
cian’s mind as to the best course to pursue and 
naturally when something is discovered that ealls 
for the services of one skilled in some special 
medical line. Making the request for help your- 
self you will generally be able to choose your 
own consultant, a most valuable privilege, as 
you will soon learn, and if an inappropriate sug- 
gestion is made you ean usually tactfully avoid 
such a meeting. As a matter of fact, it is, 1 ven- 
ture to say, very unusual to have any particular 
consultant, thrust down a reluctant throat. Pa- 
tients are not owned. They have freedom of 
choice and the wise man gives it to them when 
he notices a wavering of allegiance on the part 
of relatives and friends and suggests, as I have 
said, a change or a consultation before it is sug- 
gested to him. You are not obliged to follow 
the consultant’s advice when given, for the pa- 
tient is under your control, not his, as long as 
you are acting as his medical adviser, and a 
frank statement to the relatives, if you disagree 
with what has been proposed, will bring matters 
to a head and allow them to decide what to do. 
It is probably not wise to flatly decline to meet, 
unless for the most vital reasons, any honorable 
physician in good standing proposed to you as 
a consultant, for it is better to ignore your per- 
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sonal feelings, take what is offered you, and to 
withdraw from the case later if conditions be- 
come intolerable. Rarely, indeed, is a consulta- 
tion anything but a relief to the attending physi- 
cian; two sets of brains are put to work on the 
ease and responsibility is divided. A good con- 
sultant who knows his business is almost an angel 
in disguise in a difficult case. It is the duty 
of the consultant to protect the attending physi- 
cian as much as possible, if he is in error to 
quietly set him on the right path, to convince 
him if possible that other measures should be 
taken and leave the case in his hands, but if the 
consultant finds the case in the hands of one 
manifestly incompetent, he must always remem- 
ber that the interests of the patient are supreme 
and guide himself accordingly. Years ago I saw 
in consultation a case supposed to be pneumonia. 
I found the chest shamefully full of fluid which 
had somehow escaped the notice of the attend- 
ine physician, an excellent man. It was easy 
to explain to the family that it might be well 
to aspirate at this time, which was done and 
the patient left with the former attendant. How 
easy for an unscrupulous man to discredit his 
colleague in such a ease. How foolish, how un- 
ethical, doing nobody any good and the attend- 
ing physician great harm. The man who never 
makes a mistake has not as yet been born. Again, 
and you will seareely believe this story, but it 
is true nevertheless, in a small hill town I found 
a woman in bed suffering abdominal pain. A 
black hen split in two had been used as a poul- 
tice, the patient’s skin being daubed with blood 
and intestinal contents. ‘‘What does this 
mean ?’’ said I involuntarily, her doctor stand 
ing silent by. ‘‘He told us to get a hen which 
must be a black one, split it and use it as you 
see.’’? I said nothing, suggested other measures 
to my colleague and in due time went on my way. 
What was the use of talking? Consultants 
should keep their opinions to themselves on cer- 
tain occasions and it seemed to me that this was 
one of them. There is an interesting sequel 
to this tale, for a number of years afterward 
there was discovered in a German library the 
manuscript of a surgeon in the army that be- 
sieged Vienna in 1568 and a split hen was recom- 
mended as a treatment for pain in the head. 
This had never been translated or printed and 
vet in some way that country doctor had in- 
herited, shall I say, what was good surgical 
treatment some three hundred years before. 
Consultations should be private. The consult- 
ant should insist that the attending physician 
be present when the family is informed of the 
result of the conference. Misquotations of what 
was said, either deliberate or through want of 
perception, are thus guarded against, misquota- 
tions which may do great harm to both of the 
physicians concerned. The case remains yours 
as well after as before the consultation. Do not 
give it up to any consultant however eminent, 
but if this is what seems to be expected of you 





withdraw as gracefully as possible. A consulta- 
tion appointment should be punctually kept; 
neither physician should be kept waiting. If 
the case is urgent the consultant, the attending 
physician not appearing, would be justified in 
examining the patient and reporting his opinion 
later. If any emergency existed, he would also 
of course be justified in taking such measures 
as appeared necessary. Called in the night to 
drive some sixteen miles into the country, told 
by a son that his father was unable to pass his 
urine I arrived around 3:00 A. M., armed with 
a set of catheters, to find an old Irishman in 
agony with blood everywhere in the room—on 
the bedelothes, the floor and even on the walls. 
The physician whom I was to meet had given up 
in despair and gone home (this was before the 
advent of the automobile and before the tele- 
phone was in common use). He lived some five 
miles away. Was I to wait for him? No. I 
passed a prostatic catheter with some trepida- 
tion, but with unexpected yet complete success, 
while the old man looked up at me and said, 
‘‘What fools some doctors be’’. I never saw 
the patient again or the doctor at all. Was I 
ethical? I leave the judgment to you. It oc- 
eurs to me here to warn you against making 
social calls upon those who are under the pro- 
fessional care of another physician. Your mo- 
tives are apt to be misconstrued. If you do 
eall, refuse to discuss symptoms or conditions in 
any detailed way with either the patient or his 
family. With whom shall you refuse to consult ? 
In 1878 Dr. Francis Minot thought it important 
to tell the Massachusetts Medical Society that it 
was not unethical to consult with female physi- 
cians provided they were respectable and of good 
reputation, and the by-laws of 1874 stated that 
no one should become a member of that society 
unless he declared that ‘‘he did not profess to 
cure disease nor intend to practice spiritualism, 
homoeopathy, allopathy, Thomsonianism, eclec- 
ticism or other irregular or exclusive system of 
medicine’’. Tempora mutantur, et nos mutamur 
in illis. Spiritualism and Thomsonianism as 
medical cults are as dead as Perkins tractors 
of which most of you have probably never heard. 
Homoeopathy is so modified as to be scarcely 
recognizable to those who knew it in its early 
days, while Christian Science, osteopathy, chiro- 
praxis, naturopathy, neuropathy and other cults 
now on the erest of the wave are all equally 
destined to disappear or eventually melt into 
scientific medicine which ean safely afford to go 
serenely on its way confident in its ultimate vic- 
tory over all cults and diversions. No one in these 
days hesitates to consult with a physician because 
she is a woman and the feeling against them 
suggested by Dr. Minot’s reference seems anti- 
quated indeed, but if you are to encourage, as 
per article one of the Massachusetts Code, sound 
medical learning and uphold in the community 
correct views of the powers and limitations of 
the science and art of medicine, how can you 
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consistently treat the followers of the modern 
vagaries as friends and brothers and what will 
you or your patients gain (for as always the 
patient’s good is the primary consideration) by 
consultation with such outsiders and hangers- 
on. You need never do it unless you wish and 
you will lose few if any patients worth the keep- 
ing by refusal to meet in consultation one with 
whom you ean never of course agree and who 
will probably try to convince the family that 
he is right and you are wrong. One cannot 
always brush aside the suggestion of consulta- 
tion as did a certain rather brusque old doctor 
in whose trail I was entering a house to assist 
in setting a broken nose many years ago. The 
sister of the patient rushing to the door in great 
excitement said, ‘‘Oh, doctor, don’t you think 
you had better eall Dr. Sweet (a noted bone 
setter) to help you?’’ ‘‘Hell’’, was the reply 
as we swept by,—just that and nothing more. 
I once was unwittingly brought into consultation 
with an old-fashioned homoeopath in a country 
town not knowing what I was up against until 
we began to diseuss the treatment. He talked 
of the tenth dilution and possibly of the fourth 
dimension until I said, ‘‘ Doctor, it is useless for 
us to go further. I shall tell the family that 
I can do nothing to help you, that we do not 
speak the same language and that I am going 
home’’. ‘‘But’’, said he, ‘‘vou tell me what to 
do and I will do it.’’ I declined again for my 
own protection, for I could not see myself, if 
I were in his place, carrying out a course in 
which I did not believe. I see, as I have said, 
no advantage to anyone in such consultations 
and feel that a reputation for such traffie will 
bring no credit to the one fostering it nor will it 
in the end be of any advantage to the one econ- 
sulted about. Whether it be unethical or not, 
it seems to me always foolish to decry cures at- 
tributed by patients to treatment by anyone 
whatsoever. You will never convince them that 
their post hoe is not also propter hoe and you 
will yourself perform, in your patients’ opin- 
ions, as time goes on many cures with which you 
had nothing to do. The patient who recovers after 
treatment by osteopath, chiropath, neuropath 
or Christian Scientist will naturally believe that 
what was done, or in the case of Christian Sei- 
ence omitted, was responsible for the result and 
you will kick against the pricks in vain and be 
also suspected of all envy and uncharitableness. 
He was ill and he was well and therefore what 
was done to him is responsible therefor is a 
statement not easily upset by argument. 
‘*Whether he be a sinner or not I know not, 
but this I know that where I was blind now I 
see’’, was the final reply of the man cured of his 
blindness by Jesus of Nazareth. The statement 
of the supposedly cured patient of the most ar- 
rant quack is equally final. There is to him 
the patent result. What cares he for the char- 


acter of the one who in his opinion brought it 


about ? 


I suppose you expect to hear something about 
the ethies of advertising. I regret that the sub- 
ject is at present too controversial for me to be 
didactic. The Committee on Ethics of the Mas- 
sachusetts Medical Society seems to be strug- 
gling with it at present and to them I shall 
largely leave it. It was formerly a simple mat- 
ter to lay down the law but in these days with 
A. M. A. broadeasts, liberal advertisements of 
sanitaria under private management, newspaper 
advice by Dr. Evans and others, health exten- 
sion institutes, publie health work, radio health 
talks by physicians, the division of medical prac- 
tice into specialties and other activities the lim- 
itations of my younger days seem and are out 
of date. Every young man in the beginning of 
his practice naturally must make the fact that 
he exists known to the community, advertise 
himself if one wishes to use that word. He 
should, if possible, not open his office in an ob- 
seure location, he must place a sign with his 
name thereon where the passer-by and those 
searching for or directed to him ean see it. That 
this sign should be dignified, modest in size, sim- - 
ple in character, is probably obvious. What 
else can he do to attract attention to himself? 
It used to be thought beneath his dignity to 
place his card in the newspapers, or to announce 
a specialty on either his sign or such ecard, but 
in many loealities that seems to be no longer 
true. Cards ealling attention to a return to 
practice after a long absence from town have 
always been considered innocuous. 

I find in a recent number of the New England 
Journal of Medicine a card of a member of the 
Massachusetts Medical Society to the following 
effect : 

Doctor ‘ 
A.B., O.B., S.B., M.D., B.L.I. 

4 years of special study abroad. 
Director School for Speech correction. 
Practice limited to the diagnosis, etc. 

Appointments by mail preferred. Hours by 


appointment only. Free Clinics. Free 
booklets and reprints to medical men. 





This too much resembles to my mind (I am 
perhaps too old-fashioned) the ecard of a Chicago 
Practitioner: 

Consultation free, Mentalogy, Homoeopathy, 
Radium, Actheronics, Electronics, Electricity, 
Physiotherapy, Chromotherapy, Osteopathy, 
Dietetics, Chiropractic. 
Glasses fitted. 
Dorr E. Wood 
LL.B., D.O., D.C., M.I.D., O.D.D., M.D. 


The Chicago gentleman with his 11 activities 
tails his name with but 15 letters. The sup- 
posedly ethical gentleman from Boston with his 
one specialty uses 11. 

Doctor is a member of the Massachusetts 





Medical Society and probably ethieal in his 
practice and as the New England Journal of 
Medicine accepts his card that Journal regards 
its insertion as a proper method of making him- 





self known. I would, I confess, like to know 
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what B.L.I. stands for but I am passé I pre- 
sume. 

It was formerly not considered ethical to give 
interviews on operations, ete., to the daily press. 
No distinguished man now is allowed to languish 
long without medical statements as to his condi- 
tion signed by all his attendants. I am old- 
fashioned enough to think that the diseases of 
those prominent in the public eye are as much 
their private property as are those of less dis- 
tinguished individuals, and I must confess that 
many of the bulletins sent out seem intended to 
conceal what is really happening behind the 
scenes and are thus more or less in accord with 
my conception of the right attitude. 


The older physician’s advice to the young 
practitioner to make himself conspicuous in med- 
ical meetings by reading papers, taking part in 
discussions, ete., as the dignified way of mak- 
ing himself known, is as valuable now as it ever 
was. After all it is the reputation you have 
among your fellow practitioners that counts in 
the long run. But when you read a paper or 
enter a discussion be sure you have something 
to say. I knew a specialist in Worcester, to 
utterly ruin himself with the profession by a 
most stupid paper that. he read before the local 
society. 

Commercialism seems to us older physicians 
to be gaining ground as the years go on, but no 
two generations of men ever agree or ever will 
agree on exactly what is right and proper. 

Hip flasks were unknown in my youth, but 
was there no drinking in those days? There 
distinctly was and it was not confined to the old 
and decrepit. 

It is not unethical to make yourself known 
in the community where you open your office by 
taking part in any and all legitimate enterprises 
in which the community is interested. Keep 
your personality before the public in ways which 
will readily oceur to you for on every person 
you meet you will throughout your life make 
some sort of an impression, good or bad, and 
to make a success of life one cannot seclude him- 
self like a hermit in a cell and expect the pop- 
ulace to hunt vigorously for him. It is no longer 
possible to buy a fast horse and drive Jehu-like 
through the streets as though life and death de- 
pended on your speed, nor with the present 
amount of church-going to create a Sunday sen- 
sation by arranging to be called out during the 
sermon, nor did these measures in the old days 
cause anything but hilarity in those who ob- 
served them. Plenty of legitimate methods will 
occur to you whereby you may attract attention 
to yourself and your good sense should tell you 
what is legitimate and what is not. 


FEES 


Whether there be an established fee table or 
not in the locality where you settle, you will find 
a generally accepted charge among the physi- 
cians for such things as ordinary medical visits, 





and to these arrangements you will naturally 
adhere. Where no fee table exists the newcomer 
will consult the physicians of the place. In 
small places he is expected to call on them at 
any rate and while so doing can easily learn what 
are the local customs. One may with the growth 
of one’s practice be justified in raising fees, 
but should never undereut for the purpose of 
securing business. Imitation may be the sin- 
cerest flattery but competition by such methods 
is distinctly unethical for physicians. Of course 
it is allowable to make deductions from any 
medical charges when the patient’s circum- 
stances eall for it and equally of course in many 
cases no charges should be made at all. It is 
naturally not ethical to grind the face of the 
poor, nor is one to encourage the dead-beat and 
the ringers, who wait for and on each newcomer 
and pay none of them. Collect your bills 
promptly. Be businesslike in this one thing at 
any rate. Said Henri de Mandeville several 
centuries ago, ‘‘If you have operated conscien- 
tiously on the rich for a proper fee and upon 
the poor for charity, you need not play the monk 
nor make pilgrimages for your soul’’. Socrates 
after drinking the hemlock, mindful of his obli- 
gations, called to Crito, ‘‘We owe a cock to Escu- 
lapius’’. ‘‘Pay the debt, and do not neglect it.’’ 
If we follow the example of the surgeon, quoted 
above, we will also hope to find patients of the 
Socratic temperament. Consulting and special 
practice have really no established rates, and one 
is justified in making such charges as seem rea- 
sonable, if not all that the traffic will bear. Sur- 
gical operation fees should, so far as possible, 
be arranged for in advance, not only in the in- 
terest of the patient but in that of the doctor 
himself. There is nothing unethical in collect- 
ing a number of dissatisfied people around you, 
people who think they have been exploited, but 
there is also nothing pleasant about it and in 
the end it is not particularly profitable. What- 
ever you do, do not create the idea that the fee 
is what you are after. Never make a charge for 
services rendered another physician or his im- 
mediate family. Very exceptional circumstances 
indeed should induce you to accept direct 
remuneration for such work. Service to fellow 
practitioners is one of the ties which bind physi- 
cians into one universal brotherhood knowing 
neither race, country nor religion. Fee splitting, 
where the surgeon or specialist divides his fee 
with the physician who refers the patient to him, 
probably rare in the East, more common judg- 
ing from articles in the medical journals in the 
middle west, is a distinctly unethical practice 
exploiting the patient, commercializing and de- 
grading medicine. Recently brought prominent- 
ly to our attention it is but the resuscitation 
of an ancient practice, for was it not condemned 
and punished by the prophet Elisha as related to 
us in second Kings, chapter five. Naaman, King 
of Syria, cured of his leprosy by bathing seven 
times in the river Jordan by order of the priest 
physician was on his way home when he was 
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overtaken by Gehazi, servant of the prophet, who 
importuned him. Naaman gave him two talents 
of silver and two changes of raiment, but when 
Elisha, who had made no charge for his advice, 
heard of this ‘‘he declared unto him, ‘The lep- 
rosy therefore of Naaman shall cleave unto thee 
and unto thy seed forever’ (a rather savage 
punishment) ‘and he went out from his presence 
a leper white as snow’ ’’. How easy at this day 
in many eases it is to induce patients to submit 
to more or less severe operations, and from divi- 
sion of the fee for such service with its taint of 
commercialism it is but a step to operating for 
the fee itself. Every patient making payment 
to a physician should know exactly where his 
money went. Both the attending physician and 
the operating surgeon should send individual 
bills and the purveyor should receive nothing 
whatever from the surgeon. 

Is it ethical to lie outright to a patient? Has 
one a right to deceive a patient as to his condi- 
tion? Must one make public a prognosis if it 
be unfavorable or bolster up vain hopes of a re- 
covery when the physician well knows that this 
is impossible? Every tub, medical or otherwise, 
must stand on its own bottom and these ques- 
tions can be answered in individual cases ac- 
cording to individual circumstances. Personally 
[ can, I think, truthfully say that in a practice 
of forty years I never, so far as I can remember, 
found it necessary to tell an outright lie to a 
patient about his condition. Tactful and skill- 
ful explanations with their ifs and ands, side 
issues and suggestion of possibilities always suf- 
ficiently befogged the issue, satisfied the patient 
and left my conscience unseared. Few are the 
patients that really wish to be told that their 
cases are hopeless, still fewer are those that 
really think they are going to die, whatever they 
may say. If the case is an acute one the sufferer 
is too busy paying attention to his symptoms, if 
chronic the feeling comes to him by degrees. You 
may talk of dying, but you cannot imagine your- 
self dead after all. Why be too ready with a 
prognosis? You are not infallible and a patient 
told that he or she is about to die will remember 
your error if recovery takes place, and will talk 
about it for years seemingly thinking that some- 
thing has been put over on you. This is one of 
the things that is never forgotten and rarely for- 
_ given. Everyone long in practice has seen cases 

recover and long years of life follow, when re- 
covery seemed impossible. In 1884 I was told by 
a prominent practitioner of this city to spend 
the remainder of my life in Colorado if I wished 
to live at all. Did I go? I did not. Did I for- 
get that doctor’s advice and opinion? I did not 
and never will. We do not know everything and 
of some things less than of others. But give the 
‘family or some member of the family your con- 
fidence for there may be reasons why you ought 
to tell your patient of his impending death. 
There may be something he ought to do, there 
may be somebody to notify and you owe a duty 
fo the family and to society as well as to the pa- 





tient himself and harboring a selfish thought if 
death comes somewhat suddenly or even more 
slowly if you have given no warning, very un- 


pleasant things may happen to you. Never 
earry the whole burden of unpleasant fact en- 
tirely on your own shoulders. It is unfair to 
yourself and may be most unfair to the family. 
When there are reasons why the patient must be 
told the probable truth it will generally be to 
you that this most unpleasant duty will be del- 
egated. If you are the trusted friend a family 
physician should be (if in these days there be 
any such animal) the result may sometimes sur- 
prise you. I attended for a long time an old 
man whose confidence in my judgment was truly 
touching. It was always, ‘‘ What shall I do?” 
and when told, the answer promptly came, 
‘“‘That settles it, doctor’’?, and the thing was 
done, was it only to eat an egg for breakfast. 
Near his end he asked me one day if he would 
get well. Incautiously, perhaps, I said, ‘‘ John, I 
am afraid you will not.’’ ‘‘That settles it, doc- 
tor,’’ was the pathetic reply. He turned his 
face to the wall, refused food and drink and in 
forty-eight hours passed on. 

Plain facts plainly stated are sometimes 
needed to secure cooperation and it is extra- 
ordinary what a patient who appreciates your 
interest in his welfare will take from you with- 
out apparent resentment. A sick man is not a 
well man and what it would be injudicious to 
say to the one is often swallowed with almost a 
real relish by the other. 

No one is so loved as the physician (some 
physicians), no one so taken to the hearts of the 
families he serves, no one has greater rewards in 
the gratitude of those he has helped, no one ean 
better afford to forget ingratitude and neglect, 
difficult as it is to do so. Medical ethics has 
placed the profession on the highest plane and 
in its service to mankind it is surpassed by no 
other society of men. Let us never be discour- 
aged because this service is not recognized by 
all, but with singleness of purpose continue 
calmly on our way, remembering that we cannot 
expect justice from everyone and that it takes 
all kinds of men to make a world, that we must, 
in the words of a distinguished physician, ‘‘take 
the community just as it is and make the best 
of it. You wish to obtain its confidence: there 
is a short rule for doing this which you will find 
useful—deserve it’’. Let the physician of the 
present day come up to the standard demanded 
by the oath of Hippocrates, enter the patient’s 
house with the sole purpose of doing him good 
and so conduct himself as to avoid the very ap- 
pearance of evil. But do what you will, gentle- 
men, be as ethical or unethical as you please, 
you are no more exempt from the caprices of 
chance than are the members of any other pro- 
fession and must be prepared to endure what- 
ever comes. ‘‘A physician in a great city’’ de- 
elared Samuel Johnson ‘‘and why not in a small 
town or country village as well?’’ A physician 
in a great city seems to be the mere plaything 
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of fortune. His degree of reputation is for the 
most part totally casual. They that employ him 
know not his excellence, they who reject him 
know not his deficiency. 


Yet having done our best with those facul- 
ties God has given us, may we not in all con- 
fidence look forward to the end? May we not 
say with our own Oliver Wendell Holmes— 


“On life’s uneven road 

Our willing hands have eased our brother’s load; 
One forehead smoothed, one pang of torture less, 
One peaceful hour a sufferer’s couch to bless, 
The smile brought back to fever’s parching lips, 





The light restored to reason in eclipse. 

Such were the simple records day by day; 

For gains like these we wore our hearts away. 
Pain was our teacher speaking to the heart, 

Mother of pity, nurse of pitying art, 

Our lesson learned we reached the peaceful shore, 
Where the pale sufferer asks our aid no more. 
These gracious words our welcome, our reward, 

‘Ye served your brothers, ye have served your Lord’.” 


The courtesy of Dr. George Sears and Dr. W. P. 
Bowers, former lecturers under the Gay foundation, 
gave me access to,.their notes and they at least will 
perceive that I have made without acknowledgment 
liberal use of their ideas and in some instances 
of their very words in the preparation of this paper. 


_— 
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THE TREATMENT OF ACUTE EMPYEMA THORACIS 
IN CHILDREN* 


Report of Eighty-Six Cases 


BY HENRY W. HUDSON, JR., M.D.t 


HE treatment of acute suppurative pleuritis 

has remained a controversial subject for 
many years. A search of the literature (in Eng- 
lish) for the past five years reveals no general 
agreement as to the relative merits of the so- 
called closed drainage as opposed to open drain- 
age. There has been, in the last decade, a very 
general acceptance of the wisdom of deferring 
operation until well beyond the period when 
pulmonary inflammation may be expected to 
have subsided. This lesson was forcibly demon- 
strated by war-time experience with highly viru- 
lent infections. Improvement in published mor- 
tality statistics must be largely due to‘the gen- 
eral adoption of delayed operation since it is 
the single factor in treatment on which all re- 
porters are agreed. Operative treatment is no 
longer, and probably never should have been, 
an acute emergency. Clinical experience demon- 
strated the tremendous reduction in mortality 
(from 40% to 5%)*° when operation was de- 
layed, and the physiological reasons for delaying 
operation have been admirably demonstrated by 
Graham and Bell**: *°, 

Difference of opinion exists between the ad- 
vocates of closed drainage and those of open 
drainage. We are in agreement with Suer- 
mondt®®, who states that the two methods should 
not compete but should supplement one another. 
We are tremendously impressed with the in- 
genuity of proponents of the closed method in 
inventing devices to maintain closed drainage, 
but are not convinced that such devices have 
solved the problem. One is‘interested in the 
mortality rate, length of illness, and incidence of 
chronic empyemata, and must choose those meth- 
ods of treatment which give the greatest prom- 
ise of rapid and complete recovery. 

For the most part, those supporting closed 
drainage present no statistics or statistics in 


*From the Surgical Service of the Boston Children’s Hospital. 


*Hudson—Assistant in Surgery, Harvard Medical School. 
For record ard address of author see “This Week’s Issue’, 
page 884, 





small series of cases, and some make no mention 
of the selection of cases which has obviously 
been made. We must take issue with those who 
state that the report of the Empyema Commis- 
sion conclusively demonstrates the necessity for 
closed methods of drainage alone since no such 
conclusion is reached. It was the choice of time 
for operation rather than the technical method 
which brought about the dramatic lessening of 
mortality. 


One must guard against conclusions based on 
small series of cases because of the well-known 
variable factors of age, etiological organisms and 
variability in virulence from year to year. 

It is not our wish to enter into an altercation 
with the exponents of closed drainage, nor does 
it seem necessary to defend what Bettman® char- 
acterizes as ‘‘the archaic method of rib resec- 
tion’’. It is our desire to tabulate for reference 
the recent literature on the subject, to quote the 
methods and results of various authors, and to 
report the methods of surgical treatment em- 
ployed at the Boston Children’s Hospital, to- 
gether with the results in an unselected series 
of cases. Certain technical suggestions supple- 
menting operative treatment recommended by 
yarious authors are included in the hope they 
may prove of value. 


SIMPLE ASPIRATION 


McEnery and Brenneman"! report thirty-two 
eases from the Children’s Memorial Hospital 
(Chicago) treated with aspiration alone. There 
was a mortality of about six per cent. and an 
average period of three and one half months 
hospitalization. No chronie cases developed. 
They are guarded in their conclusion and do not 
recommend aspiration only (or any single 
method) as a routine for all cases. They do 
stress the possible curative value especially in 
infaney. They are quoted again in the Trans- 
actions of the Chicago Pediatrie Society of Feb- 
ruary 19, 1929 and caution against adoption of 
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aspiration as a routine single method of treat- 
ment, while emphasizing its value in infaney and 
early childhood. 


INJECTIONS OF ETHYLHYDRO- 
HYDROCHLORIDE 


INTRAPLEURAL 
CUPRINE 


Lowenburg** reports nine cases so treated with 
no deaths; five patients made complete non-op- 
erative recoveries and four were subjected to 
rib resection. He is conservative in evaluating 
the method but states it at least has the value 
of delaying radical surgery. 

Gralka**, Worringer’® and Leitner*® have re- 
ported, respectively, seven, five and eight cases 
of empyema in children treated by aspiration 
and ethylhydrocuprine with a mortality respec- 
tively of 2, 0, 2, and with two subsequent opera- 
tions. (Quoted by McEnery and Brenneman. ) 


CLOSED DRAINAGE 


Of the many devices utilized for closed drain- 
age that of Deryl Hart**: ** appeals most strongly 
to the writer. If the desirability of closed drain- 
age be admitted, his apparatus most nearly meets 
the requisite conditions. He reviews his first 
fifty cases treated by tidal irrigation. They were 
of several types and in adults as well as chil- 
dren. For the thirteen children two years of 
age or under, the hospital mortality rate was 
8 per cent. He mentions leakage around the 
tube as annoying in treating children and re- 
cords two eases of osteomyelitis of a rib as a re- 
sult of pressure from the tube.* 

Alexander”, Cooke'’, Panton*‘, Patterson®’, 
Soresi®®: °*, Spilman’, advocate methods of 
closed drainage and each describes a device or 
tecbuical procedure to make air-tight drainage 
possible 

Davis'® describes the Morelli method of treat- 
ment. 

Bettman*:*:° ** °, Chandler™, Parker®*, Pen- 
berthy and Saltzstein®, Romanis™, and Souttar™ 
recommend closed drainage. 

Binney’®:"! and Pickhardt®? each report series 
of cases treated by closed drainage after rib re- 
section and evacuation of the empyema cavity. 


OPEN PRAINAGE PRECEDED BY REPEATED ASPIRA- 
TION OR BY INTERCOSTAL CLOSED DRAINAGE 


_ This combination of treatment finds favor 
with numerous writers, notably Alexander and 
Sherk’, Baker*, Bohrer’*, Bolling'*, Cameron", 
Downes’®, Eggers”, Graham-® 27: 28, 29, 30, 31, 32, 33 
Grant**, Higgins'*, Jones*', Jopson**, Ladd and 
Cutler** *4, Lockwood**, Marbury*®, Nathan and 
Ochsner**, Phemister*’, Rienhoff and Davidson®, 
and Suermondt®’. <All are in apparent agree- 

*Author’s foot note: We have utilized Hart’s device in twelve 
cases (not included in the series reported) and have noted 
leakage and osteomyelitis. No conclusions may be drawn from 
so small a group but the incidence of complications, secondary 
operations, and the mortality rate do not seem strikingly 


different from those following the use of intercostal catheter 
drainage of the water seal type. Our cases were supervised 


by‘ Dr. John W. Duckett, who had served as house officer in the 
Johns Hopkins’ Hospital during Hart’s development of his appa- 
ratus, and we believe Hart’s technique was accurately followed. 





ment as to the advisability of delayed surgical 
interference and several stress the importance 
of visual inspection and digital examination of 
the empyema eavity. It should be borne in mind 
that Binney’? and Pickhardt®, who utilize closed 
drainage, do so after rib resection with inspec- 
tion of the cavity; the value of this procedure 
will be mentioned. 


ANAESTHESIA 


This, again, is a point of dispute. Many con- 
sider local anaesthesia the only form permissible 
and Soresi®’ goes so far as to state the use of 
‘‘oeneral anaesthesia in empyema is a surgical 
erime’’. An equal number do not hesitate to use 
nitrous oxide and oxygen while a few consider 
ether satisfactory. 


TECHNICAL SUGGESTIONS 


Churchill’® suggests a transverse periosteal 
incision at each end of the usual longitudinal 
one, allowing periosteum to be elevated in two 
flaps and leaving the cut ends of the rib squarely 
covered by periosteum. This, he believes, will 
lessen the incidence of osteomyelitis as a cause 
of persistent sinus. For the same purpose Gra- 
ham*® mentions sealing the rib ends with bone 
wax before opening the pleura. Suture of 
periosteal flaps over the rib ends has been de- 
scribed in the literature. 


During convalescence, Churchill’? recommends 
the inhalation of an appropriate carbon dioxide- 
oxygen mixture to induce hyperventilation and 
thus favor obliteration of the cavity by expan- 
sion of the lung. 


STATISTICS 


One statistical study deserves detailed atten- 
tion for several reasons. Rienhoff and David- 
son®*, one a surgeon the other a pediatrist, pre- 
sent a statistical study of eighty cases of em- 
pyema in infants under two years. Not only is 
the series large, but the authors’ tables have 
been prepared by a vital statistician, a method 
of accuracy employed too infrequently. The 
effects of age, etiology, type of operation, anaes- 
thesia, and complications on mortality rates are 
presented in excellent tables. The authors 
strongly advise abandoning intercostal (closed) 
drainage in very ill infants in favor of rib re- 
section and open drainage, saying, ‘‘A partial 
pneumothorax resulting from the open thoracot- 
omy is apparently less dangerous than is the in- 
adequate drainage associated with the closed 
thoracotomy’’. The mortality in those subjected 
to intercostal drainage was twice that of those 
subjected to rib resection. On statistical evi- 
dence they found the type of anaesthesia an un- 
important factor in the death rate. 


In connection with these conclusions a pithy 
statement of Lockwood* is worthy of quotation, 
‘*It is better to have a live patient with a drain- 
ing sinus than a dead one with the chest closed’’. 
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Author Number of cases | Mortality 


Method of drainage, 





Alexanjor and 291 children 


Mortelity by ages Open Drainage 
Sherk lst year - 56% 
2nd year © 24% | 
3rd year = 17% { 
4 yrs. and up = 11%! 

































































Binney ” @5 children 14.3% Closed (after 
under 10 rib resection) 
Bohrer 22 1§4 children 16.8% Open and closed 
under 2 = 39% 
Brow 95 259 uniter 8 yrs. | 26.2% - 
quoted by Packari 
Cameron and Osman””} 52 under 2 15% - 
quoted by Packard 
Comby 8 107 under 5 54.2% - 
quoted by Packar] | under i year 10% = 
Downes 29 445 in children | Complicated 29% Open 
Uncomplicated 17% 
Graham 029» 32 90 chiliren 12% Open 
Grant 55 171 21% Open 
54 40% Closed 
Ladd and Cutler*4 48 under 2 35.4% 
220 -2+t0 12 | 13.57 seinen 
Mctnery andy 32 6 Aspiration 
Brenneman ~ 
Packard 66 2& over 2 0 
5 under 2 20% - 
Parker 58 18 5.5% Closed 
Pybus °° 100 24% ‘ 
quoted By. Packard — 
Ravdin ”” 38 under 13 38% - 
}—quatiad by Packard 
Soresi _ 18 children 0 Closed 
Spencer °5 177 under 3 44.6% ° 
quoted by Packard | under 2 60 &% 
Suermondt © 185 under 12 15.8% Open and closed, 








* Graham in a personal communication adds to the series 36 cases with one denth. 








The case study presented has been tabulated 
from the records of the Children’s and the In- 
fants’ Hospitals for the years 1927 and 1928. 
No selection of cases has been made with the 
exception of the following exclusions: (a) sev- 
eral eases of pyopneumothorax following spon- 
taneous rupture of a lung abscess; (b) two eases 
of congenital lues in infants, in whom empyema 
was an incidental finding accompanying a ter- 
minal pneumonia (these were not under surgical 
observation) ; and (¢) those cases of pneumonia 
treated on the medical wards in whom a small 
effusion was noted or suspected and in whom 
the effusion cleared (with or without thora- 
centesis) within a few days. There are no dupli- 
cations, suitable corrections having been made 
when a patient was hospitalized in both 1927 
and 1928 and for those eases first admitted to 
the Infants’ Hospital and subsequently trans- 
ferred to the Children’s Hospital. 

For convenience the treatment will be de- 
scribed in four stages: (1) the diagnostic period 
preceding operation, (2) the operative stage 
with a description of the procedures utilized by 
the surgical service, (3) the post-operative 





period of hospitalization, and (4) the conva- 
lescent period. ° 


THE DIAGNOSTIC PERIOD 


Diagnosis in most instances presents little dif- 
fieulty. In any patient known to have pneu- 
monia, or thought to be convalescent from pneu- 
monia, empyema must be suspected. Hill*® has 
shown, in a study of some two thousand cases 
of pneumonia seen in the Infants’ and Children’s 
Hospitals, that empyema occurs in four to five 
per cent. of these patients. The overwhelming 
majority of the cases are of the type termed by 
Lillienthal*® as ‘‘large saceulated empyema’’ 
and the physical signs of thoracic asymmetry 
with scoliosis, bulging interspaces and limited 
excursion of the affected side, a dull or more 
often flat percussion note, displacement of the 
heart away from the affected side, absent or 
diminished breath sounds in many instances 
and not uncommonly tubular breathing when 
the effusion is great, absent or diminished tactile 
fremitus, and a bleating character of the spoken 
voice, are usually present and not difficult of 
recognition. 
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In smaller effusions, and in the inter-lobar 
and supra-phrenie collections, the signs are more 
difficult to recognize and here the x-ray and 
more particularly the diagnostic thoracentesis 
are of particular value. Roentgenograms should 
be obtained in the lateral view as well as the 
usual antero-posterior if small inter-lobar em- 
pyemata are to be visualized early. Fluoroscopic 
examination with observation of the excursion of 
the diaphragm will be found helpful. In dis- 
tinguishing between a subdiaphragmatie abscess 
and a supra-phrenic empyema, pneumoperi- 
toneum may be utilized. 

Osler has said, ‘‘In any ease of presumptive 
empyema, an exploring needle should be inserted 
in seventy times seven places before the pos- 
sibility of empyema can be eliminated’’. The 
importance of thoracentesis as a diagnostic and 
also as a therapeutic procedure cannot be over- 
estimated. There are references in the literature 
to the danger of a phlegmonous suppuration of 
the chest wall following thoracentesis but, with 
the exception of eases of a foul pneumothorax 
following rupture of a lung abscess, we have 
not encountered this complication. This is in 
accordance with the considerable experience of 
McEnery and Brenneman*'. The needle must 
be inserted toward those areas over which sus- 
picious physical signs are elicited or toward the 
region in which the x-ray suggests an accumula- 
tion of fluid. 

In addition to confirming the diagnosis, the 
aspiration of fluid enables one to judge the char- 
acter of the exudate and to obtain material for 
culture. In our plan of treatment the etiological 
organism and the character of the exudate often 
determine the initial operative procedure to 
be employed. 

We hold it of vital importance to withhold 
operation during the synpneumonic period. To 
delay may allow the patient to acquire a partial 
immunity, to recover from the toxaemia of pneu- 
monia, and further allows time for sufficient ad- 
hesions to form to localize the pleuritis and to 
stabilize the mediastinum. The latter is a mat- 
ter of prime importance, since in the absence of 
such adhesions a disturbance in intrapleural 
pressure on one side is almost equally present 
in the opposite pleural space. Lockwood*? may 
again be quoted in connection with fatalities 
_ during this period, ‘‘Death results not from the 
disease itself but from the injudicious interfer- 
ence by the medical or surgical attendant’’. 

During this period, if the effusion be great, 
or if it tends to reacecumulate rapidly, thora- 
centesis should be carried out as frequently as 
necessary to relieve cardiac and respiratory em- 
barrassment. With the exception of the me- 
chanical embarrassment due to a large amount 
of fluid, we do not feel the effusion to be dan- 
gerous in itself. Patients dying during this 


period succumb to pneumonia, its accompany- 
ing toxaemia, or other complications, and not 
to empyema, per se. 


(Souttar-Hever", ) 









We are waiting, then, for the metapneumonic 
empyema which Cameron" defines as a ‘‘residual 
collection of pus localized in the pleura after the 
termination of the acute pneumonic process in 
the lung’’, or, as Graham states, our object is to 
create an abscess and then drain it. It is diffi- 
cult sometimes to judge when the metapneumonic 
stage is reached. Cameron has suggested as one 
explanation of the higher mortality rate in in- 
faney the fact that synpneumonic empyema is 
distressingly frequent and metapneumonic rare 
at this age. This is in accord with our experience 
with infants and the well-known wandering 
pneumonia. In seven of our patients who were 
on the medical wards because of pneumonia, 
empyema was definitely recognized during the 
acute stage. It is better to delay well into the 
metapneumonie period than to operate early. 


THE OPERATIVE STAGE 


This is delayed, then, until physical signs and 
x-ray evidence, together with diminution in 
toxaemia and a change in the elinical chart, in- 
dicate the subsidence of pneumonia. Choice of 
operative procedure must now be made. 

War-time experience not only demonstrated 
the wisdom of delay but also gave great impetus 
to the investigation of methods of closed drain- 
age. In some clinics rib resection and open 
drainage fell into disrepute. In our clinic all 
procedures have been discarded exeept (1) in- 
tereostal closed drainage and (2) rib resection 
with open drainage. 

Intereostal closed drainage is employed in (1) 
those patients so ill that the more extensive rib 
resection is to be avoided because of trauma and 
shock, (2) in infants under one year as a pri- 
mary procedure, and (3) in those patients with 
a very thin exudate and a culture showing an 
organism other than the pneumococecus. The 
procedure is as follows: 

After suitable preparation and draping, the 
skin over an interspace, commonly the seventh 
or eighth in the mid-axillary or post-axillary 
line, is infiltrated with novocain adrenalin solu- 
tion, which is then injected down to the pleura. 
An aspiration verifies the localization of the ef- 
fusion. A quarter to one-half inch skin incision 
is made and a trocar plunged into the empyema 
eavity. The stylet is withdrawn and replaced 
by a fenestrated rubber catheter of size suitable 
to the patient. The cylinder of the trocar is 
removed from about the catheter, which is then 
clamped off; an occlusive dressing of gauze and 
imbricated adhesive strips is applied, and the 
child returned to bed. On the ward the catheter 
is connected to rubber tubing, the free end of 
which is led into a vessel below the level of fluid 
contained within the vessel. The catheter is 
unclamped and the exudate allowed to drain 
into the vessel. This is the so-called water seal 
drainage by which the aspiration of air into the 
chest is prevented. 





One complication must be guarded against 
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and promptly eared for if it arises. Should 
there be a faulty connection in the tubing, if 
the free end is above the level of the fluid within 
the vessel, or should there be a leakage of air 
between chest wall and catheter, air may be 
drawn into the pleural cavity. If it escapes 
through the catheter, no harm is done, but oc- 
easionally fibrin or pulmonary movement may 
prevent the escape of air during expiration and 
yet not interfere with its ingress. In such an 
event a tense pneumothorax may develop and 
eause great embarrassment and even death. To 
correct it, one may flush the catheter; if this 
fails, it must be removed and the air aspirated 
if need be. 

This operation was selected in thirty-two of 
our patients; six died; twelve recovered with- 
out further operation, and fourteen were later 
subjected to rib ~esection and recovered. 

Rib resection, as a primary operation, was em- 
ployed in the remaining 64% of the operative 
eases. Nitrous oxide and oxvgen anaesthesia 
was used. The operative technic follows. After 
suitable skin preparation and draping, an in- 
cision is made over the rib or ribs to be resected 
and carried through the periosteum. From one 
to four inches of the rib is resected subperios- 
teally without injury to intercostal nerve or ves- 
sels. The thickened pleura is incised with the 
escape of fluid and fibrin. The larger masses 
of fibrin are extracted and the cavity inspected 
and palpated. If operation has been selected at 
the proper time, one need not fear the patient’s 
collapse and with general anaesthesia an unhur- 
ried, thorough inspection can be made. Skill in 
the use of artificial light and proper retractors 
make inspection possible. Contrary to certain 
statements often made, opening the thorax at a 
suitable time does not cause collapse of the lung. 
On the eontrary, the lung which has been pre- 
vented from expanding by the pressure of the 
exudate will usually be seen to inflate and de- 
flate, though not necessarily paralleling the gen- 
eral inspiratory and expiratory phases. As ad- 
hesions are manually or instrumentally freed 
(with due care not to disturb those which lo- 
ealize the pleuritis) movement becomes more 
free and the thickened visceral pleural surface 
becomes opposed to the parietal surface in fa- 
vorable cases. With the aid of vision and pal- 
pation, impossible with trocar methods of drain- 
age, communicating or discrete empyema cav- 
ities may be connected into part of the main 
cavity. In this way, drainage of one empyema 
cavity without drainage of a neighboring but 
not communicating cavity is avoided. Eggers”° 
has stressed this point and illustrated it with 
several cases of pulmonary gangrene which 
could not have been discovered without opening 
the thorax. Lillienthal**, Binney’®, Pickhardt®, 
too, have dwelt on the wisdom of inspection of 
the cavity. To complete the operation a double 
flanged, dumb-bell shaped rubber tube of appro- 
priate size is then introduced into the wound, a 





dressing which will not interfere with respira- 
tory movement applied, and the child returned 
to bed. There is little shock and negligible 
hemorrhage. 

Fifty-four patients were subjected to rib re- 
section, forty as a primary procedure with five 
deaths, and fourteen as a secondary operation, 
after intercostal drainage had failed, with no 
deaths. 


THE POST-OPERATIVE PERIOD OF HOSPITALIZATION 


This period is variable in length. It was short- 
est in those patients in whom rib resection was 
the primary operation, averaging 30.5 days after 
operation. In the patients in whom intercostal 
drainage sufficed, the period averaged two days 
longer, while in the group first having an inter- 
costal drainage and later a rib resection, forty- 
eight days was the average. The proportion 
of secondary operations has been noted by Bin- 
ney’? to be higher where intercostal drainage 
rather than rib resection was the initial opera- 
tive procedure. 

During this time, drainage takes place, the 
child is urged to expansile efforts by the use 
of horns, whistles, balloons, Wolff blow bottles, 
and bed rest is utilized. Irrigation with various 
solutions is employed (another point of dispute 
amongst writers). 

Catheter drainage is continued until drain- 
age ceases, the lung expands, and the chart and 
appearance of the patient indicate recovery; or 
until rib resection becomes necessary because 
of faulty drainage or failure of obliteration of 
the cavity. 

In the rib resection group, the empyema but- 
ton is removed in from eight to fourteen days 
and the wound allowed to heal when drainage 
ceases and the cavity is obliterated. 

Ultra-violet light therapy, both locally and 
generally, has been irregularly used. No statis- 
tical evidence is available, but the impression is 
held that it is of some value. 

Transfusion was employed where clearly in- 

dicated but is not regarded as an essential ad- 
junet to the treatment of all cases. 
. The best criteria of satisfactory convalescence 
are the appearance of the child and his weight 
record. An increase in body weight approach- 
ing ‘‘normal’’ for age and height is very good 
evidence. Local physical findings and x-ray 
plates are often misleading in the presence of 
thickened pleura. 


THE CONVALESCENT PERIOD 


Roughly, one-half of the patients were allowed 
to leave the wards with an incompletely healed 
wound discharging, however, from granulation 
tissue only. 

A period of from ten days to three weeks in 
our Convalescent Home at Wellesley was urged 
in all cases, and insisted upon when the Social 
Service reported unsatisfactory home conditions. 
The essential features of this period are sim- 
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ple food with high calorie value, rest periods, 
isolation, and regularity of life. 


RESULTS 


Ninety-eight cases were studied. Of these, 
seven were cases of chronic empyema previously 
operated elsewhere and five cases were not sub- 
jected to operation. Subtracting these twelve 
cases, the results in eighty-six cases of acute 
empyema operated upon at the Children’s Hos- 
pital are presented : 


Operative cases 86 J 
Deaths 11 Mortality 12.7% 
Discharged living 75 

Followed 62 


Cured 61 
Chronic 1 


Not traced 13 


Operative cases under 2 years 21 
Deaths 7 Mortality 33.3% 
Operated cases 2 to 12 years 65 


Deaths 4 Mortality. 6.15% 


formity or of scoliosis in observing this group 
or in examining for other purposes a consider- 
able number of old empyema patients years after 
operation. In this view we are supported by a 
most interesting study by Smellie® of thirty- 
six children ten to thirteen years after opera- 
tion, which led him to consider the remote prog- 
nosis excellent. He noted structural changes in 
only one-third of his cases and then it was of 
slight degree. Fibrosis of the lung, he states, 
was negligible. 


SUMMARY 


A bibliography of recent literature on em- 
pyema in children is presented. 

Reference is made to certain results, methods 
of treatment, and technical devices, reported 
by various writers. : 

Eighty-six cases of acute empyema in chil- 
dren, surgically treated, are reported. 

That the age of the patient and type of in- 
fecting organism are factors of major impor- 
tance in determining mortality rates is again 
demonstrated. 




















Operations 
Type Cases | Deaths; Mortality | Hospitalization 
Intercostal drainage 932 6 18.7% 32.5 days 
Rib resection 54 5 9.2% 30.5 days 
*Intercostal drainage 
followed by rib resection 14 0 0 48 days 




















Etiological Organism 





























Culture Cases Dead | Mortality 
Pneumococcus 52 6 11.5% 
Streptococcus 16 3 18.7% 
Staphylococcus 6 1 16.6% 
Mixed 5 1 4 20 @ 
Be Influenzas 1 (9) - 

80 
Not Stated 6 ty) " 

86 il 




















In interpreting results, several factors must 
be considered. In the first place, had the cases 
of empyema cured by one or more thoracenteses 
on the medical wards been included, the mor- 
tality would be lower. Secondly, the incidence 
‘of pneumococcus empyemata is usually stated to 
be about 75% and it is the type which gives 
the best prognosis; in our series 60% were pneu- 
mocoecie while 18.6% were streptococcic. Rough- 
lv one-fourth of the patients were two years 
of age or under. 


LATE RESULTS 


No opportunity for studying late results in 
detail has been afforded. Of the sixty-two eases 
followed six months after official discharge from 
the hospital or convalescent home, sixty-one were 
censidered well. We have not been impressed 


with the incidence of structural thoracic de- 





The value of delaying operation until the 
metapneumonie period is reiterated. 

An outline of the plan of treatment adopted 
at the Boston Children’s Hospital is presented. 

The general mortality rate of 12.7% compares 
favorably with statistics from widely divergent 
sources and closely coincides with a group sim- 
ilarly reported by Ladd and Cutler from the 
same hospital, and by Evarts Graham from the 
St. Louis Children’s Hospital. 

Sixty-two of seventy-five patients discharged 
living were followed. One patient had a chronic 
empyema, the sixty-one were well. 


CONCLUSIONS 


Rib resection for empyema in children, as a 
primary operation in selected cases, or preceded 
by repeated aspiration or intercostal closed 
drainage during the synpneumonic stage, is a 
valuable therapeutic procedure. 
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HE meningitis division of the Researeh Lab- 
oratory of the Department of Health, New 
al. York City, was established by Dr. Park in 1910. 
The object of this division was originally to pro- 
vide a foree of physicians, trained in the diag- 
nosis and treatment of epidemic meningitis, 
whose services should be available for the physi- 
cians of New York City. This seemed advisable 
because meningitis is more difficult to diagnose 
and treat than is diphtheria, for example. At 
that time lumbar puncture was not done by 
physicians in general and the administration of 
serum in meningitis calls for no small degree of 
experience and discrimination in handling indi- 
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vidual cases. No definite rules for its adminis- 
tration can be laid down and generally followed 
as with antitoxin in diphtheria. As the work 
has developed the scope has been extended to 
include infantile paralysis and later still, epi- 
demie encephalitis as well as other forms of 
meningitis. It may be noted in passing, that 
meningism in a wide variety of diseases has con- 
stituted a larger number of consultations than 
have the acute infections of the central nervous 
system. Less common diseases of the central 
nervous system as tetanus, brain tumor, brain 
abseess, subarachnoid and cerebral hemorrhage 
are also encountered. 

The work is divided into three parts; clerical 
and statistical, laboratory, and clinical. In our 
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division the clerical and laboratory work is car- 
ried on by the same group. A state-wide service 
may demand a different arrangement. The 
clerical work consists of receiving reports of 
cases, arranging consultations, reporting labora- 


tory findings and keeping records. This work 
is exacting and time consuming. It must be ac- 
eurately done if correct information is to be 
obtained. 

Adequate laboratory facilities must be easily 
available as the spinal fluids must be examined 
not only for diagnosis but also as a guide to 
treatment. The examination of the spinal fluid 
should include a statement as to the amount and 
appearance of fluid obtained, a cell count or an 
estimation of the number of cells with a dif- 
ferential count, the result of the examination of 
the stained smear, very careful cultural exam- 
ination, the protein and sugar content, in many 
instances the Wassermann reaction, and in cer- 
tain cases animal inoculation. 


The appearance of the fluid should be noted 
with regard to the degree of cloudiness if any 
exists, the formation of a web and the presence 
of blood. If the blood is due to an accident in 
technic, it will clot if it is present in any consid- 
erable amount and the fluid collected in succes- 
sive tubes will become clearer. If the blood is 
due to a cerebral or meningeal hemorrhage the 
amount of blood in successive tubes will be ap- 
proximately the same and clotting will usually 
not take place, even though the quantity of 
blood is excessive. The red blood cells in these 
fluids will settle to the bottom of the tube as in 
citrated blood, leaving the supernatant fluid 
clear or yellowish depending on the time that has 
elapsed between the occurrence of the hemor- 
rhage and the lumbar puncture. In clear or 
slightly hazy fluids, a cell count is important, but 
this must be carefully done and it is essential 
that the sediment of a centrifuged specimen 
should be stained and studied as a check to rule 
out the presence of a few red blood cells which 
may be counted as small mononuclears and thus 
give an inaccurate report. It is our custom to 
centrifuge all clear fluids at high speed for about 
two hours and to do Ziehl-Neilson stain on the se- 
diments of these fluids. If the fluids are slightly 
hazy, a Gram stain is also done. The cell counts 
of cloudy fluids are likely to be misleading. In 
the great majority of cases if cloudy fluids are 
collected in two or three tubes, there will be a 
difference in the cloudiness which is readily visi- 
ble on direct macroscopic examination. For this 
reason cell counts done on fluids from day to day 
are very misleading. The organisms in cloudy 
fluids are most likely to be found in the last por- 
tion of the fluid withdrawn. This fluid is cen- 


trifuged and a Gram stain is made on the 
sediment. A methylene blue stain should never 
be used as the morphology of the organisms in 
purulent meningitis is confusing. Even the re- 
sults of a Gram stain are not entirely reliable. 
The Gram positive organisms occasionally de- 








colorize very readily and they also are often 
intracellular. It is important of course, to know 
that the staining reagents are accurate. A defi- 
nite diagnosis therefore, must never be made on 
the result of the stained smear. In dealing with 
cloudy fiuids by far the most important point in 
the examination is the cultural work. Cultures 
from the centrifuged sediment should be made 
on a variety of media for both anaerobic and 
aerobie organisms. The final diagnosis must 
rest on the results of the cultures. 

It is important that all organisms isolated 
should be thoroughly studied and identified. 

Miss Ruth Gosling of our laboratory has re- 
cently made extensive studies on the isolation of 
the meningocoeci in a glucose semi-solid medium. 
She has found that a larger percentage of spinal 
fluids yield a positive culture on this medium 
than on any other. It also has the advantage 
that cultures thus isolated remain viable for a 
much longer period of time on this medium than 
on any other. This is a valuable point as it is 
often advantageous to have the strain available 
for further work. To identify the meningococcus, 
a slide agglutination should be made using nor- 
mal horse serum and antimeningocoeccie serum. 
In doubtful cases the sugar reactions of Gram 
negative organisms should also be studied. 

The chemistry of spinal fluids is important 
and is often neglected. While a quantitative 
protein and sugar estimation is ideal, we have 
found it possible to make qualitative readings 
which are sufficiently reliable for clinical work. 
We use a modified Noguchi test for globulin and 
a nitric acid ring test for albumin. For sugar 
we use equal parts of Fehling solution and spinal 
fluid. Protein reactions are marked plus-minus 
for normal fluids and 1, 2, 3, or 4 plus for in- 
creased amounts of protein. The readings for 
sugar are marked 3 plus or 3 plus-prompt when 
the sugar is normal or high and 2 plus, 1 plus or 
plus-minus for decreasing amounts of sugar. 
These results have been checked up with quanti- 
tative estimations and it has been found that ex- 
perienced workers can make very accurate read- 
ings. Of course if it were possible for quantita- 
tive work to be done, we should prefer this to the 
qualitative estimations. It is advisable to do 
Wassermann reactions on clear spinal fluids that 
are not normal. Gold chloride tests would be 
of interest but our facilities have not permitted 
us to do them. If the clinical picture and the 
spinal fluid findings suggest a tuberculous men- 
ingitis and tubercle bacilli cannot be demon- 
strated in the smear, guinea pigs should be 
inoculated. An experienced and patient worker 
can demonstrate the tuberele bacilli in ninety 
per cent. or more of the cases. Animal inocula- 
tions of different kinds are also indicated in deal- 
ing with the more unusual infections, especially 
the pathogenic yeasts, streptothrix and actino- 
myces of all kinds. It is also valuable to have 
laboratory facilities for blood cultures, blood 
counts and other laboratory tests. 

For the clinical work, physicians should be ap- 
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pointed who are experienced in performing lum- 
bar, ventricular and cisternal punctures and 
also in the administration of serum. They must 
also be well trained in the differential diagnosis 
not only of acute infections of the central nerv- 
ous system but also in the wide range of dis- 
eases and conditions in which meningism, serous 
meningitis or meningitis sympathica may de- 
velop. It will be found that the scope of dis- 
eases to be diagnosed will be a large one. A 
partial list of diagnoses made by our meningitis 
division during the last three years includes the 
following diseases:—Angina, pharyngitis, ab- 
seess of the throat, arachnoiditis, acute miliary 
tuberculosis, arsenical poisoning, anthrax, al- 
eoholism, aleoholic neuritis, pernicious anemia, 
brain tumor, brain abscess, Brill’s disease, 
brachial palsy with cerebral hemorrhage, con- 
eussion of the brain, cerebral congestion with 
pertussis, chronic inflammatory arthritis, cere- 
bral hemorrhage, cerebral thrombosis, cardio- 
nephritis with hemorrhage, cervical adenitis, 
cellulitis, cerebral embolism, chorea, cerebro- 
spinal syphilis, dislocated atlas, diabetes, demen- 
tia praecox, endocrine imbalance, epilepsy, ery- 
sipelas, erythema nodosum, extradural abscess, 
exacerbation of a chronic nephritis, early diph- 
theritie paralysis, fibrinous pleurisy, follicular 
tonsillitis, fracture of the skull, glandular fever, 
hemorrhage of the spinal cord, hydrocephalus, 
hysteria, influenza, intraventricular hemorrhage, 
lead poisoning, locomotor ataxia, Landry’s paral- 
ysis, meningism with pneumonia, scarlet fever, 
enteritis, acidosis, otitis media, food allergy, mal- 
nutrition, typhoid fever and colitis, meningitis 
sympathica with sinusitis, meningeal hemorrhage 
with bacterial endocarditis, multiple sclerosis, 
mastoiditis, myelitis, multiple neuritis, Mongo- 
lian idiocy, mitral regurgitation, neurosis, neu- 
rasthenia, osteomyelitis, pyelitis, phlebitis, pro- 
gressive muscular atrophy, paralysis following 
antirabie treatment, parotitis, post-diphtheritic 
paralysis, post-influenzal asthenia, rheumatism 
and pericarditis with embolism, retropharyngeal 
abscess, rickets, Schilder’s disease, spontaneous 
meningeal hemorrhage, subacute spondylitis, 
status epilepticus, scurvy, spina-bifida, sinus 
thrombosis, septicaemia, typhus fever, tubercu- 
lous adenitis, trigeminal neuralgia, transverse 
myelitis, toxaemia of pregnancy, trichinosis, 
tetany, varicella, whooping cough, methyl al- 
cohol poisoning, encephalitis associated with 
searlet fever, pneumonia, bronchial pneumonia 
and measles. 


We have always made it a ryle to see cases 
only in consultation with the family physician. 
The reasons for this are obvious; better codpera- 
tion is obtained since the physicians feel that 
We are cooperating, not competing with them, a 
much better understanding of the case can be 
obtained, the confidence of the family is gained. 
Moreover, skilled assistance is necessary in per- 
forming a lumbar puncture and administering 
serum. 





- During the past ten years there has been in 
New York City a much greater tendency to send 
patients suffering from meningitis to hospitals. 
This change is not in our opinion advisable in 
many instances. In perhaps the majority of hos- 
pitals the attending physicians have not had ex- 
tensive experience in the treatment of meningitis. 
Moreover, the actual care of the patients and 
the administration of serum is largely in the 
hands of the house physicians. These young 
doctors for the most part are not exceptionally 
skillful in performing lumbar punctures on the 
more difficult types of cases, nor have they had 
much training in ventricular or cisternal punce- 
tures. The nursing force is also usually over- 
worked. In addition to this the majority of 
the patients are young children or infants. We 
have found it possible in most instances to in- 
struct the mothers in the proper care and feed- 
ing of these young children so that with the co- 
Operation of the visiting nurses who are usually 
available, the management of the case can be 
carried on very satisfactorily at home. For 
these reasons we have obtained a lower mortality 
in the patients that we have treated at home 
than has been the case in most hospitals. Of 
course there are exceptional hospitals where 
both the visiting physicians and the resident 
house staff are very experienced in caring for 
this type of case and where the nursing force 
is entirely adequate. In such hospitals, clyses, 
blood transfusions, trephining for ventricular 
puncture and other procedures can be carried 
out which are not possible in patients treated at 
home. Therefore the relative desirability of hos- 
pitalization or home eare will depend upon the 
factors just mentioned. 


This chart shows the distribution by age and 
etiology of more than 2300 cases of meningitis. 
A study of this chart shows very clearly that 
all forms of meningitis are essentially diseases 
of childhood. Seventy per cent. of these cases 
occurred in the first ten years of life. The very 
large percentage of cases of meningococcic men- 
ingitis occurring in the first year of life is also 
evident. In tuberculous meningitis the largest 
number of cases occurs in the second year of 
life. It is also shown that the pneumococcus 
and streptococcus rank second and third in the 
production of purulent meningitis and the Pfeif- 
fer bacillus fourth. The cultures from a fairly 
large number of cases of pneumococcic men- 
ingitis have been typed and the results show that 
the proportion is fairly evenly distributed. It 
may be of interest to note that practically all 
the cases of streptococcic meningitis were caused 
by the hemolyzing streptococcus. 

Rivers and also Povitzky of our laboratory 
have demonstrated that the strains from in- 
fluenzal meningitis have a tendency to fall into 
groups in marked contrast to the strains found 
in respiratory infections. Horses have been im- 
munized in different laboratories with these pre- 
dominating groups and the results obtained by 
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using this serum in eases of influenzal meningitis, 
are sufficiently suggestive to warrant further 
work along this line. 

The miscellaneous group includes the unusual 
forms listed on the chart, a fairly large number 
of mixed infections and a certain number of 
cases in which no organisms could be demon- 
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strated although the clinical picture of the char- 
acter of the fluid clearly indicated that a men- 
ingitis was present. 

The scope of this paper does not warrant a 
discussion of the clinical symptoms of epidemic 
meningitis. It may perhaps be emphasized that 
all patients showing signs of meningeal irrita- 
tion should have a lumbar puncture done im- 
mediately. Too often we have been called late 
to see patients suffering from pneumonia, otitis 
media, or other conditions because the physician 
in charge of the case had felt sure that the men- 
ingitis which was evidently present was due 
to a pneumococecus or streptococcus and was 
therefore, almost inevitably fatal. Instead of 
this a meningococcic meningitis was found to 
be present. If the signs of meningeal irritation 
are due merely to a meningism, the relief of in- 
creased pressure alone has sufficient therapeutic 
value to warrant a lumbar puncture. A diagno- 
sis at the earliest possible moment is of para- 
mount importance. Not all eases of meningitis 
other than meningococcic are necessarily fatal. 
‘Certainly every effort should be made to treat 
these patients. In view of the large number of 








cases of epidemic meningitis in the first year of 
life, it is important, I think, to say a few words 
in regard to the clinical picture in infancy as 
compared with that in older children and adults. 
In these very young children the early signs and 
symptoms of meningitis indicate a disturbance 
of the gastro-intestinal system rather than of 
the central nervous system. The disease begins 
rather abruptly, often with vomiting, almost in- 
variably with greenish slimy stools, irregular 
fever and irritability. The fontanelle practically 
always shows increased pressure. The child 
does not respond to the ordinary methods of 
treatment for gastro-enteritis, but it is not until 
the disease is fairly well advanced that stiffness 
of the neck, opisthotonos and changes in the re- 
flexes develop. The ease therefore, is usually 
diagnosed and the serum treatment is begun late 
in the disease. It is for this reason, I believe, 
that the mortality in the first vear of life is so 
high. Our mortality has been about 45 per 
cent. Debré said ‘‘in times of epidemie think of 
meningitis and do a lumbar puncture on every 
infant sick without apparent cause’’. It is even 
more important in our opinion to do this when 
there is no epidemie. 

There is a considerable difference of opinion 
as to the proper treatment of meningitis in re- 
gard to the dosage and the frequency and routes 
of the administration of the serum. The men- 
ingitis division has always followed a very con- 
servative method of treatment. Whenever a 
cloudy fluid is obtained on lumbar puncture, 
antimeningococcic serum is given intraspinally 
at once and the further administration depends 
on the result of the examination of the fluid. All 
cases are treated as being epidemic meningitis 
until some other organism is found by culture. 
We usually give about 20 ec. of serum intra- 
spinally every 24 hours until two successive neg- 
ative cultures have been obtained. At this point 
we ordinarily stop the serum for a day or two, 
at least, continuing the lumbar punctures how- 
ever, for the relief of pressure. Several lumbar 
punctures are often necessary during conva- 
lescence. Although it is generally accepted that 
early in the disease there is an invasion of the 
blood stream by the meningococecus this is usu- 
ally very transitory and does not in our opin- 
ion indicate the use of serum intravenously. We 
give serum intravenously only in those eases 
where there is a_ persistent meningococcemia 
either with or without meningitis. By this we 
mean cases in which two or more blood cul- 
tures are positive, or if these are not available, 
the clinical picture and the persistence or re- 
eurrence of a hemorrhagic rash indicates the 
presence of organisms in the blood stream. We 
give serum intraspinally oftener than once in 
24 hours only in those cases where the increase 
of pressure is so great that a more frequent 
lumbar puncture is indicated for the relief of 
pressure. These cases are very rare. Cisternal 
or ventricular punctures are resorted to only 
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when there is clear indication of block. It occa- 
sionally happens that only a small amount of 
fluid or even a dry tap is obtained and yet the 
serum will run in fairly easily by gravity. In 
these cases we delay ventricular or cisternal 
punctures until the clinical picture shows that 
a block is probably present. When the fon- 
tanelle is open, we much prefer ventricular to 
cisternal punctures as we believe this is less 
dangerous and also more efficacious as the block 
may be too high to be relieved by cisternal punc- 
ture. Our chief guide in discontinuing serum 
is the absence of the meningococci by smear and 
culture. We pay very little attention to the cell 
count in the spinal fluid as we believe it is a very 
unreliable indication. The return of spinal fluid 
sugar to normal is we think an important prog- 
nostic sign, next in value to the absence of or- 
ganisms. Indeed it has sometimes happened 
that a decrease in the spinal fluid sugar has 
preceded the return of organisms in cases where 
a relapse was developing. Needless to say all 
spinal fluids should be carefully examined and 
eultured. Certain physicians advocate a much 
more intensive method of treatment, lumbar 
punctures and the intraspinal administration of 
serum every four, six or eight hours and serum 
intravenously or intramuscularly or both in all 
cases. 

The comparison of our results with those ob- 
tained in institutions where this intensive treat- 
ment is carried out has convinced us that a con- 
servative method of treatment is far better. Pa- 
tients suffering from meningitis are seriously ill 
and unnecessary disturbance and manipulation 
is most urgently contraindicated. We are in the 
habit of using an autogenous vaccine in eases 
that run a chronic course. Good results have 
often followed the vaccine but we are not pre- 


general care of the patient is most important. 
The patient should be kept quiet in a well ven- 
tilated room. Sedatives must be administered 
if the patient is restless. Particular attention 
should be paid to elimination. A bowel irriga- 
tion should be given daily and catheterization re- 
sorted to when necessary. The patient should be 
kept well nourished. The fluid intake should 
be kept high and it is advisable to administer 
alkalies in some form. Clyses of normal saline 
with five per cent. dextrose are occasionally in- 
dicated and at times blood transfusions are most 
valuable. As the meningococci are usually pres- 
ent in the naso-pharynx the secretions of the 
nose and throat should be disinfected and care 


|must be taken to protect those in contact with 


the patient from these discharges. As men- 
ingitis is apparently spread largely by carriers, 
it is important that patients should be isolated 
so far as possible. This can be done however, 
with patients at home if the codperation of the 
family is obtained. We have had very few in- 
stances of multiple cases in the same family or 
of cases developing among those living in the 
vicinity of the patient. This makes the ques- 
tion of how strict the isolation should be a diffi- 
cult one. 

I trust that this discussion will have indicated 
in some degree how interesting this type of work 
is, how broad is its scope and how satisfying it 
may be. I ean think of few diseases in which 
the result of treatment is so dramatic. Before 
the serum was used, the mortality was.70 to 80 
per cent. Now with proper treatment the mor- 
tality should be 25 per cent. or less. A patient 
is often seen wildly delirious or comatose, with 
imperceptible pulse and high fever,—so desper- 
ately ill that death seems almost inevitable. A 
few days later the patient is often mentally 
clear, with normal temperature, in good physical 





pared to speak definitely of its value. The 


condition and well on the road to recovery. 
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MIKULICZ’S SYNDROME WITH CHRONIC 
LYMPHATIC LEUKEMIA* 


BY STUART N. ROWE, A.B. 


INCE Mikuliez, in 1888, first described a case 
of chronic, symmetrical, painless enlarge- 
ment of the salivary and lacrimal glands, the 
disease bearing his name has been studied by 
many workers. Howard’s' comprehensive paper 
in 1909, and the report of 10 cases by Schaffer 
and Jacobsen® in 1927 present the most complete 
summaries of the present knowledge of 
Mikuliez’s syndrome. In a fairly extensive sur- 


- vey of the literature, however, reports of only 


thirteen cases! *: 4 5% 78 of chronic lymphatic 
leukemia associated with this syndrome were 
found. The addition of the following case to 


*From the Thomas Henry Simpson Memorial Institute for 
Medical Research, of the University of Michigam, Ann Arbor, 
Michigan. 

+Rowe—Assistant Instructor Physiological Chemistry, Uni- 
versity of Michigan 1927-1929. For record and address of 
author see “This Week’s Issue’, page 884. 





this collection and a brief survey of the group 
with particular reference to diagnosis and treat- 
ment were therefore considered worthwhile. 


Mrs. V., white, 55 year old housewife, was troubled 
in 1926 by a swelling over her right eye. An oph- 
thalmologist told her that this was due to an ob- 
structior. of the lacrimal duct, and successfully 
treated the condition by passing an instrument 
through the duct. In December, 1928, following sev- 
eral morths of vague ill-health, the patient suddenly 
developed diarrhea, which continued with slight 
fluctuations until admission to the hospital. In spite 
of medical attention she gradually lost weight and 
strength, began to show a slight daily rise in tem- 
perature, and was troubled with night sweats. In 
February, 1929, she was examined in the Ford Hos- 
pital, Detroit, where it was noted that the spleen, 
liver, and a few lymph glands were enlarged. The 
white hlood cell count was 15,750 per cu. mm. 
Flucroscopic examination revealed a spastic colon. 
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The impression was that the patient had splenic 
anemia or aleukemic leukemia. In April, 1929, after 
ler return home, the white count rose to 100,000 per 
cu. mm., with a differential count of polymorpho- 
nuclear cells 22%, small lymphocytes 70%, large 
lymphocytes 8% and a diagnosis of lymphatic leu- 
kemia was made. The patient was treated sympto- 
matically at home and received ultra-violet therapy, 
but continued to get worse until at one time she suf- 
fered from a generalized edema of considerable 
severity. Following this a gradual remission set in. 
In June, 1929, the patient first noticed a naininss, 
hard swelling above her right eye, which gradually 
became larger. This was followed by a _ Si.wuar 
swelling above the left eye, and an enlargement and 
hardening of the salivary glands. 

The patient entered the Simpson Memorial JIn- 
stitute in August 1929. At that time she complained 
of impairment of vision, difficulty in breathing, loss 
of hearing, and dryness of the mouth and throat 
Her discomfort was so great that she was extremely 
restless at all times, slept only with difficulty, and 
was consequently under a considerable nervous 
strain. Her appearance was striking. The right 
eye was almost closed as the result of pressure from 
a walnut-sized mass immediately above it, and 
vision was possible only when the head was tilted 
back. A similar but smaller mass protruded at the 
upper edge of the left orbit. On both sides a roll 
of conjunctiva filled with fluid appeared as a yellow 
mass just above the margin of the lower lid. 

Physical examination revealed, in addition to the 
characteristic bilateral, painless, non-tender swell- 
ings over the eyes and beneath the rami of the man- 
dible, edema of the conjunctivae, enlarged cervical, 


axillary, and inguinal glands; and a large soft 
spleen and liver. The abdomen was distended and 
tympanitic. 


The red blood cell count was 4,560,000 per cu. 
mm., hemoglobin 51% (Sahli), and white blood 
cell count 24,800 per cu. mm. The differential count 
showed monocytes 3.0%, large lymphocytes 7.5%, 
small lymphocytes 74.5%, adult polymorphonuclear 
neutrophiles 12.5%, eosinophiles 1%, basophiles 0.5% 
and metamyelocytes 1%. Many of the polymorpho- 
nuclear leucocytes were young. The red_ blood 
cells showed a moderate anisocytosis, the majority 
being smaller than normal. The young erythrocytes 
were reduced in number. The platelet content of 
the blood was below normal. 

Only 570 c.c. of urine were voided in 24 hours, but 
no sugar, albumin, casts or blood cells were found. 
Bowel movements were frequent (2 to 8 daily), the 
stool being brown and unformed, containing mucus, 
a few muscle fibers and giving a positive benzidene 
test, but a negative guaiac test. The blood bilirubin 
was found to be 0.31 mg. per 100 ec.c. The blood 
Kahn test was negative. The patient’s temperature 
varied between 97° in the morning and 99° late in 
the day, the latter rise being accompanied by a 
slight elevation of the pulse rate. The respiratory 
rate was not increased. 

The first roentgen ray treatment was given on the 
third day following admission; 130 kilovolts, 5 
amperes current, acting over 12.25 milliampere 
minutes, at a focal skin distance of 30 cm. with a 
number 2 aluminum filter were used; 100 r. units 
(about 33% of an erythema dose) were given over 
each side of the anterior face, the lacrimal, sub- 
maxillary, and sublingual glands being included in 
the same field. This was followed in 4 days by a 
clearly perceptible diminution in the size and hard- 
ness of the glands with consequent partial relief 
from the mechanically caused symptoms. The pa- 


tiert’s breathing became much easier, the edema 
.of the conjunctivae practically disappeared, the dry- 
ness of the mouth and throat lessened, and the right 
eyelid receded sufficiently to allow much better 
Her excited condition and nervousness im- 


vision. 





proved and for several days she slept a great deal. 

Fowler’s solution (.2 ¢.c. t.id. and increased 1 
minim daily), having been used with success in the 
past by Osler and others, was prescrjbed, and, in 
the hope that it might have a beneficial effect upon 
the leukemia, a quarter of a pound of cooked liver 
daily was added to the diet. The diarrhea was 
controlled with bismuth subnitrate, tincture of beila- 
donna, and a low-residue diet. A second roentgen 
ray treatment, consisting of 50 r. units, with all 
other conditions remaining as before, was given one 
week after the first. 

The patient was discharged on the second day 
following this. with orders to continue the Fowler's 
solution, the liver and low-residue diet, and to re- 
turn for examination in one month. However, three 
weeks later the patient returned giving the following 
interval history: About one week after leaving the 
hospital she developed a generalized edema asso- 
ciated with a haziness of vision, and digestive up- 
sets. It seemed probable that these symptoms were 
due to a mild arsenic poisoning and her physician 
discontinued the use of Fowler’s solution with relief 
of the symptoms in a few days. However, the pa- 
tient began to have a chronic, non-productive cough, 
associated with mild upper respiratory infection and 
rhinitis, and inasmuch as she failed to respond to 
treatment, was sent back to the hospital. At about 
this time worries over a financial transaction caused 
the patient a good deal of anxiety and nervous 
strain, and she was much depressed and fatigued. 

The blood showed a red blood cell count of 
5,000,000 per cu. mm., white blood cell count of 
31,000 per cu. mm., and a hemoglobin of 57% 
(Sahli). The differential count of the while blood 
cells showed polymorphonuclear neutrophiles !5%; 
large lymphocytes 49%: small lymphocytes 3°%; 
monocytes 5.5% and lymphoblasts 0.5%. Fewer 
voung polymorphonuclear leucocytes were seen than 
befcre, and many of the young lymphocytes were 
crushed. Some of the monocytes were vacuolated. 
The red blood cells were round, smaller than normal, 
and the young erythrocytes were slightly increased 
in number. The platelets appeared normal in num- 
ber and morphology. The x-ray treatment had ap- 
parently stimulated the large lymphocyte formation 
and resulted in an increased destruction of small 
lymphocytes. The decrease in the young polymor- 
phonuclear leucocytes was also very evident. and 
suggested that the lessened activity of the white 
cell forming tissue in the bone marrow might give 
more opportunity for red cell formation. 

The patient’s chronic cough, impairment of reso- 
nance and increased intensity of breath sounds over 
the bases of the lungs posteriorly, and roentgeno- 
grams of the thorax suggested a low-grade pneumo- 
nia. However, the associated fever was _ slight 
(100°F), the pulse rate was about 90, the resnira- 
tory rate varied between 20 and 25 and the patient 
showed very little toxic reaction in general. The 
possibilities of leukemic infiltrations or enlargement 
of the mediastinal lymph nodes with consequent 
atelectasis were therefore strongly considered and 
accordingly two x-ray exposures of 75 r (about 25% 
of an erythema dose) each were given over the 
mediastinum on successive days. The effects of 
this treatment could not be carefully judged as the 
patient left the hospital on the day of the last 
irradiation. 

While under observation a small, perirectal ab- 
scess was noted, but the lesion responded well to 
incision and drainage, fellowed by the application of 
antiseptic dressings. 

The patient’s weight remained practically constant 
during the period of treatment. Inasmuch as her 
condition seemed to stay about the same, and as she 
was very anxious to go home, the patient was dis- 
charged from the hospital two weeks after readmis- 
sion. She was placed under the care of a compe- 
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tent nurse and her home physician took charge of 
the treatment. Roentgen-ray exposures over each 
side of the lower face and neck, and over the eyes, 
each treatment consisting of about 25% of an 
erythema dose, were later carried out at Harper 
Hospital, Detroit, but the response to this therapy 
was not marked. The patient continued to grow 
weaker and died at the end of about four weeks. No 
autopsy was performed. 


DISCUSSION 


In a survey of the literature, thirteen cases of 
Mikuliez’s syndrome associated with definitely 
proven lymphatic leukemia were found. Six of 
these are included in Howard’s study (1906), 
and with one exception the others are more re- 
cent. <A brief consideration of this group of 
eases, plus that here reported, follows: 

The disease shows no special predilection as 
to sex, and the age incidence is not at all definite, 
although children up to 8 years and adults be- 
tween 39 and 62 seem to be more frequently af- 
fected. 

Clinically the signs and symptoms from pres- 
sure of the enlarged glands predominate, and 
dry mouth and throat, difficulty in hearing, ex- 
ophthalmos and interference in vision, disturb 
the patient as much as, or more than, the very 
unsightly appearance. In most instances all of 
the salivary and both lacrimal glands have shown 
enlargement, although Kerschbaumer® reported 
a case in which only the latter were involved. A 
second group of signs results from the leukemia ; 
enlargement of the spleen, liver, and various 
lymph gland groups (cervical, axillary, and in- 
guinal commonly), anemia, and fever occurring 
not infrequently. The white blood cell count 
is, aS a rule, increased only moderately (14,000 
to 35,000 cells per cu. mm.) but the blood smears 
show a typical predominance of lymphocytes, 
many of them pathological in type. 


The diagnosis, then, may be made on the fol- 
lowing points: (1) Painless, non-tender, usually 
bilateral enlargement of any of the salivary or 
the lacrimal glands; (2) a rise in the white blood 
eell count (usually only moderate) with a pre- 
dominance of lymphocytes among which imma- 
ture forms may be found; (3) enlargement of 
the liver and spleen; and (4) generalized swell- 
ing of the lymph nodes. 


In the few eases in which biopsy of a salivary 
or laerimal gland has been performed in this 
type of Mikuliez’s syndrome, microscopic exam- 
ination has shown the same infiltration of lym- 
phocytes which characterizes the pathological 
picture in other organs in lymphatic leukemia. 
The gland tissues remain essentially unaltered 
although often widely separated by the lymphoid 
tissue, until continued pressure leads to fatty 
degeneration of the epithelium, and possibly re- 
placement by round cells and connective tissue. 

The prognosis for life in these: cases is, of 
course, very poor, the duration in this group 
being from 5 months to 5 years from the onset, 


with an average of 16 months, but under proper 
management the relief of symptoms is prompt 
and very marked. In untreated, or unsuccess- 
fully treated cases, however, marked exoph- 
thalmos, edema of the conjunctivae, narrowing 
of the palpebral fissures to the point of almost 
complete loss of vision, and excessive dryness of 
the mucous membranes of the mouth and throat 
cause the patient very great distress. 

Arsenic, iodides, benzol, hot applications, and 
irradiation by radium or roentgen rays comprise 
the therapeutic measures which have been found 
of value in Mikulicez’s syndrome with lymphatic 
leukemia. The effectiveness of drugs and heat 
has been proved, but the comparatively greater 
rapidity and certainty of the results obtained 
from irradiation make it the method of choice. 
It is true that the glandular swellings tend to 
recur sooner or later (probably regardless of 
the type of therapy employed), but light doses 
of roentgen or radium rays will easily control 
the enlargement and restore function, and inas- 
much as the duration of the patient’s life is 
definitely limited, few treatments are as a rule 
needed. In the fourteen cases under considera- 
tion, four responded well to irradiation and one’ 
showed no improvement after one brief expo- 
sure. Griffith reported a case® in which irradia- 
tion of the long bones wag used and failed to 
show any effect. 


SUMMARY 


1. A ease of Mikulicz’s syndrome with chronic 
lymphatic leukemia is reported and the lit- 
erature referring to this type of Mikulicz’s 
syndrome is reviewed and summarized. 


2. The importance of early recognition of these 
cases on the basis of (1) painless, non-tender, 
bilateral enlargement of the salivary and 
lacrimal glands, (2) an elevated white blood 
cell count, (3) enlargement of the liver and 
spleen, and (4) generalized swelling of the 
lymph glands, is stressed. 

3. Experience demonstrating the efficacy of 
direct irradiation of the salivary and lacrimal 
glands in relieving very severe symptoms is 
presented. 
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CONTRACEPTIVE METHODS: 
THE TYPES RECOMMENDED BY NINE BRITISH 
BIRTH CONTROL CLINICS 


E. HIMES} t 


BY NORMAN 


acs in the medical literature of con- 
traception is there to be found an analysis 
of the types of contraceptive advice recom- 
mended by the birth control clinics of any coun- 
try. This is not a hiatus in medical knowledge 
of meagre proportion. The purpose of this arti- 
cle is, therefore, to present in summary form the 
facts regarding the types of advice recommended 
by several representative British clinics. The 
figures which follow are in part those collected 


TABLE 1 


TYPES OF ADVICE GIVEN AT NORTH KENSINGTON 














Number Per cent. 
Total 1900 100.0 
NO ADVICE OR GENERAL 89 8.9 
ADVICE ONLY 
SPECIFIC ADVICE 911 91.9 
Dutch pessary 697 69.7 
& 
Miscellaneous 214 21.4 
Dumas 158 
Sheath 53 
Sheath and quinine 
pessary 2 
Quinine pessary 1 

















Per cent. under Specific Advice should be 91.1. 


during a fifteen months’ visit to England in 
1926-27 as a fellow of the Social Science Re- 
search Council, the avowed purpose of my visit 
being to study not only the aims, methods, stand- 
ards and achievements of the clinics, but to in- 
vestigate the history of birth control as a social 
movement since its inception in 1823. Approxi- 
mately a dozen reports have been published'-’*, 
but the major portion of the material remains 
to appear.* 

Perhaps it should be stated at the outset that 
there are several sources of contraceptive in- 
formation available to the British populace: 
(1) The private practitioner who, on the aver- 
age, 1s much better informed on such matters 
than is his American colleague, owing largely to 
the more ready accessibility of contraceptive in- 

+7Himes—Instructor in Economics, Simmons College and 
Simmons School of Social Work. For record and address of 
author see ‘“‘This Week’s Issue’, page 884. 

*This includes more especially a two-volume history of the 
English birth control movement from 1823 to date. It will not 
appear for a few years. Allen & Unwin (London) is shortly 
to issue the present writer’s edition of Francis Place’s ‘‘Jllus- 
trations and Proofs of the Principle of Population’ (London, 
1822). This volume by the founder of the birth control move- 
ment in the English-speaking world is the first work on popu- 
lation to recommend birth control rather than delayed marriage 
as a solution to the over-population possibility. The editor’s 
introduction will treat the Anglo-American birth contraql move- 
ment in the period 1822-1832; and an appendix will publish 


for the first time some of Place’s correspondence on contra- 
ception. 








formation in Great Britain; (2) the clinics op- 
erated and largely financed by (a) a single in- 
dividualttt, or (b) by groups of individuals 
‘aising expenses by publi¢e subsecriptiont; (3) 
services connected with hospitals or dispensa- 
riest. In some instances women needing con- 
traceptive advice, upon adequate medical indica- 
tions, are referred from the more than two thou- 
sand governmentally subsidized ante-natal and 
infant welfare centres to private practitioners 
or to the subscription clinies§, where the women 
are duly instructed. In addition to these 
sources, where the standards are reasonably 
good (all are under competent medical direction 


























TABLE II 
TYPES OF ADVICES GIVEN AT MANCHESTSR 
Number Per cent. 
Total 69C 100.0 
NO ADVICE OR GENERAL 
ADVICE ONLY 64 10.7 
SPECIFIC ADVICE 536 89.3 
Dutch pessary 477 79 5 
Wiscellaneous 59 9.8 
"Pro-Race" pessary 41 (1) 
Dumes : 5 
Sheath an 
Sheath and quinine 
pessary 1 
Soluble pessary and 
syringe 1 
(1) Sizes were as follows: Noe 1, 2; Noe 2, 35; 
Noe 3, 4. 











except Dr. Stopes’ clinic which is not under 
immediate medical supervision), there are (4) 
many advice stations run by nurses or certified 
midwives; there is (5) the legally unrestricted 
quasi-popular medical literature, (6) the free 
pamphlet service of the now disbanded Mal- 
thusian League and of the Society for Con- 
structive Birth Control, (7) the London elinie, 
operated as a business venture—and a well-pay- 
ing one it is, too—by a prominent manufacturer 
of contraceptive devices, as well as (8) the ready 
accessibility to devices and printed information 
through the many ‘‘rubber shops’’ which spe- 
cialize in this service. Incidentally it may be 
+77Dr. Stopes’ Mother’s Clinic is an example. 

jEach of the clinics dealt with herein belongs in this cate- 
gcry. 

tSee Robert L. Dickinson, The Birth Control Movement, pro- 
curable from the Committee on Maternal Health, Academy of 
Medicine Building, N. Y. C. 

§The term ‘subscription clinic’? is used for want of a better 
designation. By a subscription clinic is meant one in which 
the main portion of the expense of operation is met by public 
subscription. Patients pay a small fee (usually a_ shilling) 


plus the wholesale cost of appliances. Clearly income from 
clients meets only a small proportion of the total expenses. 
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mentioned that some of these shops are doing 
such a brisk trade in abortifacients as to give 
the British medical profession lately no little 
eoncern'*; (9) latterly, the Society for Con- 
structive Birth Control has been operating two 
travelling caravan contraceptive clinics, which 
visit rural districts in order that modern tech- 
nique might be brought to those residing in in- 
accessible regions. It is elgar, therefore, that no 
person of normal intelligence and initiative need 
go without reliable, harmless contraceptive ad- 














TABLE III 
TYPES OF ADVICH GIVEN AT WOLVERHAMPTON 
Number Per cent. 
Total 498 190.0 
NO ADVICE OR GENZRAL 
ADVICE ONLY 41 8.2 
SPECIFIC ADVICE 457 91.8 
Dutch pessary 225 45.2 
Miscellaneous 232 46.6 
Dumas 208 
Sheath 16 
Vaginal douche 1 
Factoids 2 
Sponge Z 
Various 4 
= 

















vice in Great Britain today unless he chooses 
to do so. This is particularly true at a time 
when the newspapers and periodicals discuss 
birth control and sterilization to the tune of sev- 
eral hundred columns every month. 

The figures used in this article were taken, 
with certain execeptions*, from the records of 
the chief British birth control elinies of the 
type termed ‘‘subscription’’ clinies. Those in- 
cluded are the clinies located at North Kensing- 
ton (London), Manchester, Wolverhampton, 
Cambridge, Liverpool, Birmingham, Glasgow, 
and Aberdeen. The figures on a rather unique 
clinic, the Cannock cliniet, which temporarily 
served a mining community in which economic 
distress was rife, are also here. The figures for 
‘‘private’’ clinics operated by nurses, midwives, 
and laymen are not considered here. They keep 
practically no records; and while the reeords 
of the clinics included in this study are often 
defective, an attempt is made to secure and 
record accurate data. Nevertheless, some rec- 

*Two large series were not available for analysis: that of 
the Walworth Women’s Welfare Centre and of its branch, the 
Kast London Women’s Welfare Centre, ostensibly on the ground 
that the records were too confidential even for statistical analy- 
sis, actually because the honorary superintendent was opposed 
to research on them. About ten thousand cases have been 
interviewed. The other series not made available was that 
of the Mother’s Clinic financed and directed by Dr. Marie C. 
Stopes, the author of Contraception: Its History, Theory and 
Practice and of other works on birth control. However, the 
Omission of this series for this particular study was not seri- 
ous since the Mother’s Clinic fits almost exclusively the high 
domed, cervical rubber cap (trade name, “Pro-Race’’) and only 
rarely any form of vaginal diaphragm. Efforts to enlist the 
cooperation of the Oxford Clinic also failed. This clinic was 
relatively new and had only a small series of case cards. 

tit was administered by the Wolverhampton group and open 


April 21, 1926 - July 28, 1926; January 12, 1927- February 23, 
1927. It finally had to close for lack of funds. 





ords have serious gaps. Accounts of medical 
diagnoses are usually scanty, and sometimes the 
advice furnished has not been entered upon the 
record form. Owing to these inadequacies, it 
has been necessary to discard some eases for 
this particular study. For the analysis of the 
social and economie data published elsewhere, 
the series included 3,296 cases. But in this 
analysis there are only 3,207 cases. In gen- 
eral, the series for each clinic begins with ease 
card number one and runs consecutively (ex- 
cept for the cases dropped) up to the number 
reached shortly after the first of August, 1927. 
The series range in size from 109 (Aberdeen) to 
1000 (North Kensington). 


No attempt is made in this article to present 
data on the social and economic aspects of the 
clinical work, these having been published in 
part elsewhere. A few summary observations, 
however, may not be considered irrelevant to 
the main purpose. At a typical clinic like North 
Kensington, out of the first 1000 cases, there 
were, at the time the patients first visited the 
clinic, 3,855 pregnancies and 3,005 living chil- 
dren. This is an average of four pregnancies 























TABLE IV 
TYPES OF ADVICE GIVEN AT CAMBRIDGE 
Number Per cent. 
Total 309 100.0 
NO ADVICE OR GENERAL 
ADVICE ONLY 60 (1) 19.4 
SPECIFIC ADVICE 249 80.6 
Dutch pessary 177 71.1 
Miscellaneous 72 28.9 
Dumes 1 
Sheath 67 
Sponge 1 
Syringe 1 
Lactic acid 1 
Lactic acid and 
syringe Z 
(1) Forty-nine, not recorded; eleven not fitted. 











and three living children. In the several series 
viewed as a whole there were in 3,296 cases, 13,- 
183 pregnancies and 10,438 living children, an 
average of 4 pregnancies and 3.17 living chil- 
dren. It is clear, therefore, that the clinics are 
not serving patients who have shirked the re- 
sponsibilities of parenthood. In not a few eases 
the families ran much larger than the average. 

From the economic standpoint there was often 
great need for the advice. The wage income 
figures are not as reliable as one might wish, 
but it is certain that the average income of the 
family breadwinner in the 3,296 cases does not 
exceed $15 per week. Moreover, in the indus- 
trial towns of England today there has existed, 
since the war, a great housing shortage, which 
often makes necessary family limitation even 
when it is not indicated on health or economic 
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simply will not rent 
very large families. 


grounds. Many landlords 
houses to parents having 
In some instances families of six or seven were 
living in one or two rooms. It stands to reason 
that the raising of large families under such 
conditions is neither fair to the children nor in 
accordance with the requirements of a sound 
public health policy. 

The average number of years married was. in 
the 2,296 eases, 9.1 years. The ages of the wives 
and husbands in the 1000 eases at North Ken- 
sington, was most frequently 26-30 years. The 
figure probably does not differ much for the 
other clinics. Thus most of these patients had 
a number of years of child-bearing period ahead 
of them at the time of seeking advice. 

The subscription clinies exist mainly to serve 
the working, lower-middle class. At North Ken- 
sington roughly one-third of the patients’ hus- 
bands were unskilled laborers. At Liverpool a 
large proportion (46.8 per cent) of the patients 
were the wives of common dock hands or other 
laborers. Wives of the semi-skilled and 
skilled also form a substantial proportion of the 
clinie clientele. The professional classes, who 
commonly seek advice from their family phy- 
sicians, are represented among these clients 
hardly at all. 

One social and medical fact of importance 
that came out in this study should be mentioned 
in passing. It is the irrefragable evidence that 
there is a definite relationship between the fre- 
queney of pregnancy and the frequency of loss 
either by still-birth, abortion or early infant 














death. For example, at North Kensington (re- 
TABL= V 
TYPES OF ADVICE GIVEN AT LIVERPOCL 
| Number Per cent. 
Total 234 100.0 
NO ADVICE OR GENZRAL 
ADVICS ONLY 36 15.4 
SPECIFIC ADVICE 198 84.6 
Dutch pessary 96 41.0 
Miscellaneous 102 43.6 
Dumas 27 
Sheath 18 
Quinine pessary 41 
Sheath and quinine 
pessary 14 
Paris pessary 2 

















ferring to the 1000 eases again), in the first quar- 
tile group (patients having 0-2 pregnancies) 
comprising 38 per cent. of the women and 14 
per cent. of all the pregnancies, the rate of loss 
was 5 per cent., whereas in the quartile group 
comprising 23 per cent. of the women who had 
from 6-14 pregnancies, the rate of loss was 59 
per cent. Woodbury’s study for the U. 8. Chil- 
dren’s Bureau has also shown that when preg- 
nancies come too close together the rate of loss 








by infant mortality is substantially increased’>. 

In a notable piece of statistical research he 
has kept extraneous factors, such as mode of 
feeding, parents’ income, ete., constant, and 
demonstrated that some factor, or group of fac- 
tors, associated with frequency is partly respon- 
sible for infant mortality. In another place I 
have summarized from foreign and American 
sources some of the evidence bearing upon this 
subject”. It needs to be observed here, how- 
ever, that we have not yet begun to appraise at 
its full importance this factor of the too short 











TABLE VI 
TYPES OF ADVICE GIVEN AT BIRMINGHAM 
Number /|Per cent. 
Total 165 100.0 
NO ADVICe OR GENERAL 

ADVICE ONLY 38 23.0 
SPECIFIC ADVICE 127 77.0 
Dutch pessary 108 65.5 
Viscellaneous 19 11.5 

Dumas 12 

"ProeRace" 7 

















interval. Woodbury’s study of some 25,000 
cases in several cities showed the optimum in- 
terval to be four years. 

The phenomenon of pregnancy waste (as dis- 
tinct from post-natal losses) is not new, but 
recognition of it is. The abortion rate among 
women desperate for contraceptive knowledge 
is much higher than most practitioners are pre- 
pared to admit. At North Kensington it was 
12 per cent. of all pregnancies. When there 
were one or two pregnancies, 5 per cent. were 
abortions; when three pregnancies, 8 per cent.; 
when four cr five pregnancies, 14 per eent.; 
when six to fourteen, 14 per cent. again were 
abortions. No one pretends that general know!- 
edge of contraception would completely elim- 
inate all abortion. We know, on the contrary, 
that it would not. It is equally certain, none 
the less, that it would do mueh to reduee its fre- 
quency. 

What of the effectiveness of the methods? 
Most women had little difficulty in applying the 
technique taught. A small pereentage (the more 
timid and stupid women) had to be retaught. 
Follow-up is still comparatively poor in the 
British clinies for they have only recently come 
to realize its absolute indispensability. For this 
reason it is difficult to speak with certainty of 
the efficacy of the methods recommended. After 
some years of special study of the matter, I be- 
lieve it conservative to say—in the absence of 
complete follow-up statistics kept over a period 
of years, and relying upon first-hand observa- 
tion—that the technique of the vaginal dia- 
phragm used with a spermatocidal lactic acid or 
chinosol paste has shown a very high degree of 
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For an interesting study of the 


effectiveness. 
effectiveness of this technique when recom- 
mended by physicians who have had no spe- 
cialized clinical experience with the technique, 
see the ‘‘Report on Physicians’ Replies to Ques- 
tionnaire Concerning Their Experience with the 


Vaginal Diaphragm and Jelly.’’ It was pre- 
pared by the research department of the Hol- 
land-Rantos Company, 156 Fifth Avenue, N. Y. 
C., and is sent free to physicians upon request. 
A good treatise on technique h‘s also been pre- 
pared for distribution gratis. That is, it has 
rendered thousands of den onstrably fertile 
women immune to pregnancy over a period of 
from two to ten years without in any degree 
impairing normal reproductive capacity. In 
New York a very similar method has achieved, 

















TABLE VII 
TYPES OF ADVICE GIVEN AT GLASGOI 
Number Per cent. 
Total 150 100.0 
NO ADVICE OR GENERAL 
ADVICE ONLY 25 16.7 
SPECIFIC ADVICE 125 83.3 
Dutch pessary 98 65.4 
Miscellaneous 27 17.9 
Duma s 20 
Sheath 6 
Not specified Bi 

















when properly used according to the physician’s 
instructions, approximately 95 per cent. success 
over two years. The methods have proved rela- 
tively easy of application, harmless from the 
physical standpoint, unobjectionable to most nor- 
mal people from the aesthetic viewpoint, and, 
what is more important, effective. A less opti- 
mistie view is expressed by Lella Secor Florence 
in ‘* Birth Control on Trial’’. (London: Allen 
& Unwin, 1929. 5sh.) This significant volume, 
based upon Cambridge elinie experience, will be 
noticed in a review of current literature shortly 
to be submitted to this journal. Has any bet- 
ter success been attained by the average run of 
therapeutic agents? 

The main purpose of this article is to record 
the types of advice actually recommended by 
the physicians in charge at representative British 
clinies, especial attention being directed to the 
distribution of sizes of appliances. No attempt 
is made to prove anything. The figures are pre- 
sented solely as a matter of record. Neverthe- 
less, the author believes that they are not with- 
out theoretical use and practical helpfulness. 
The reasons for this will be stated presently. 

Tables I-IX, classifying in detail the types of 
advice furnished, are self-explanatory. Com- 
parisons of clinic recommendations will be facili- 
tated by reference to the summary tables (Tables 
X-XII), especially to Table XII. The propor- 
tion of patients specifically advised, that is, the 





proportion fitted with a pessary or given some 
other contraceptive appliance, varied at differ- 
ent clinics from 77.0 per cent. at Birmingham 
to 95.8 per cent. at Cannock. Aberdeen, Wol- . 
verhampton, and North Kensington each ad- 
vised more than 90 per cent. of the patients 
for whom ecards were made out.* Conversely, 
those patients not fitted, where there was no 
record of a fitting, or who were given only gen- 
eral advice, varied from 4.2 per cent. at Can- 
nock to 23 per cent. for Birmingham. Among 
the Cannock miners few cases were, in all prob- 
ability, refused definite advice on account of the 
desperate economic needs of the group; while at 
Aberdeen few were refused because at the time 
these figures were collected the Aberdeen clinic 
accepted only patients referred by physicians 
on medical indications. It has since broadened 
its policy and now advises patients for good 

















economic, social or psychiatric reasons. Both 
TABLE VIII 
TYPES OF ADVICE GIVEN AT ABERDEEN 
Number Per cent. 
Total 109 190.0 
NO ADVICE OR GENERAL 
ADVICE ONLY 6 5.5 
SPECIFIC ADVICE 103 94.5 
Dutch pessary 84 77.1 
Viscellaneous 19 17.4 
Dumas 13 
Sheath 3 
Sheath & solubles 1 
Lactic acid 2 
| 














Wolverhampton and Cannock seem relatively 
‘free and easy’’. Cambridge and Birmingham, 
on the other hand, perhaps because they are 
more careful in determining whether the patient 
is already pregnant or perhaps as a result of a 
more conservative policy, have given definite ad- 
vice to a smaller proportion of applicants. The 
officers of some clinics may have a stronger ten- 
dency to let the staff physicians do the rejecting. 
This would mean that more ease cards would 
be sent in, only to be eventually discarded. In 
this connection it should be observed that the 
chief reason for not fitting patients is pregnancy 
or suspected pregnancy. Some patients, confus- 
ing birth control with abortion, visit the clinic 
in the hope that the physicians will interrupt 
their pregnancy. Such patients are invariably 
referred to ante-natal welfare centres and asked 
to return to the clinic after delivery. Many 
never do so. Still other patients seem to come 
with the avowed purpose of finding out whether 
they are gravid and have little intention of seek- 
ing contraceptive advice. They want the in- 
formation as a preliminary to the use of abor- 

*No record card is, of course, made out unless the receiving 


officer is convinced that the applicant should have the usua} 
pelvic examination. 
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tifacient drugs, which may be freely purchased 
in Great Britain. 

Granting that the early diagnosis of preg- 
naney is difficult, it is none the less true that 
some clinics have been overly enthusiastic about 


habit of taking sheaths to ‘‘patients’’ who had 
never visited the clinic for examination. 
practice inflates clinical reports as to the num- 
ber served; but obviously it results in a lower- 
ing of clinical standards. 


This 



























































TABLE IX 
TYPES OF ADVICE GIVEN AT CANNOCK 
Type of Client 
|_Number Per cent, Miners |Noneminers 
Total 142 100.0 114 28 
NO ADVICE OR GENERAL 
ADVICE ONLY 6 4.2 3 3 
SPECIFIC ADVICE 136 95.8 111 25 
Dutch pessary 60 42.2 44 16 
; Yiscellaneous 76 53.6 67 9. 
Duma s 73 65 8 
Sheath 3 2 1 
TABLE X 
SUMMARY DISTRIBUTION OF SIZES OF DUTCH PESSARIES FITTED 
af Location of Clinic 
c 
& E Px 
é A bd 5 fo . ® et = 
5 Fed = % £ > oO x = . £ is 
et) © = re © tA 8. © 5 ° ° 
oa La ° Gert ® <= bh oI od a 2S ° 
a os Pw > © 2 © Ee ” & <i 
& = = Me . © et = E > & o © 
ae] 2 je |g |els [8 |s |2# |e [2] 8 
Grand 2022 |100.0] 697 225 477 177 | 96 108 |.98 84 60 
Total Salis a ea = 
55. 4 02 1 2 1 
57.5 3 ol 1 1 1 
60. & 03 1 5 
62.5 25 1.2 oa 6 6 & 5 
65. 57 2.8 || 23 8 12 9 2 3 
67.5 200 9.9 || 103 6 16 42 | 15 14 3 Zz 
70. 347 | 17.2 | 156 8 81 39 |} 21 29 5 7 1 
72.5 508 | 25.2 || 208 48 | 126 $8 | 21 26 | 16 20 6 
75. 396 | 19.6 || 121 47 | 99 | 27 | 15 19 | 24 | 31 | 18 
77.5 252 12.5 39 50. 80 6 6 8 27 17 19 
80. 160 7.9 || 33 42 31 6 1 3 | 20 9 16 
82.5 35 1.7 4 14 13 1 3 
85. 23 1.1 3 7 7 LY 1 1 3 
87.5 & 03 3 2 1 












































fitting patients whose condition was doubtful. 
This always makes possible a report of ‘‘fail- 
ure’’ when the reliability of the method is real- 
ly not at stake at all. On the other hand, the 
high proportion of refused fittings in some 
elinies was probably a result of greater care in 
.seleecting eases. One clinie showed unusual lax- 
‘ness in procedure: a zealous nurse was in the 








Referring to Table XIT, nine-tenths (88.7 per 
cent.) were given specific advice of some sort, 
one-tenth (11.3 per cent.) no advice or general 
advice only. Dutch pessaries were advised in 
three-fourths of the cases (2,022 cases out of 
3,207, or 71.2 per cent.). In nearly one-fifth of 
the cases (517 eases or 18.2 per cent.), Dumas 
pessaries were supplied ; while in one-tenth of the 
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eases (303 or 10.6 per cent.) miscellaneous ad- 
vice was given. The exact nature of the mis- 
cellaneous advice may be determined by refer- 
ence to Tables I to IX inclusive. 

It will be observed (Table XII) that there 


Cannock, and Liverpool, respectively. At Liver- 
pool, where only 41.0 per cent. of the patients © 
were advised to use Dutch pessaries, there was . 
a fairly high percentage (11.6) of Dumas pes- 
saries recommended, and a still higher percent- ' 












































TABLE XI 
SUMMARY DISTRIBUTION OF SIZES OF DUMAS PESSARIES 
2 = Size of Dumas 
i| & 
Ee} £ E 
S41 © ood 5 3 
4 3 n OO m be hs & 

Location of Clinic S$ | g8t op = & 
2 |S8e| #2 |8|2 |8 | 5 
Grand Total 517 | 2842 18.2 69 | 80 | 365 | 3 
North Kensington 158 911 10.7 17 30 111 0 
Wanchester 5 536 1.2 0 bi 2 2 
Wolverhampton 208 457 45.5 24 15 169 0 
Cambridge i 249 4 0 0 0 1 
Liverpool 27 198 13.6 a 10 0 (9) 
Birmingham 12 127 9.5 6 10) 6 0 
Glasgow 20 125 10.6 2 12 6 0 
Aberdeen 13 103 12.6 0 11 2 0 

Cannock (miners 
and non-miners) 13 136 52.9 3 1 69 0 

TABLE XII 


SUMMARY OF ALL TYPES 





OF CONTRACEPTIVE 



































ADVICE RECOMMENDED. NINE BRITISH BIRTH CONTROL CLINICS. 
Fitted or 
otherwise 
No advice specifically 
or general advised as Dutch Dumas Miscellae- 
advice.only follows: Pessary Pessary neous 
ct Ay e 8 7 e 8 . g e 8 ° 
) 2 ry 2 2 
location of $ © u £ he % © & = 
clinic iad (28 12 | 88 Fe aE 1S | RE SE es 
Gran a 3207 | 365 | 11.3 |} 2842 | 88.7 |}2022 | 71.2 |517 | 18.2 | 303 | 10.8 
North Kensington || 1000 89 8.9 911 91.1 697 69.7 158 15.8 56 5.6 
Manche ster 600 64 10.7 536 89.3 477 79.5 5 8 54 9.0 
Wolverhampton 498 41 8.2 457 91.7 225 45.2 208 41.8 24 4.8 
Cambridge 309 60 19.4 249 80.6 177 57.4 1 oy) 71 22.9 
Liverpool 234 36 15.4 198 84.6 96 41.0 27 11.6 75 | 32.0 
Birmingham 165 38 23.0 127 717.0 108 65.5 12 7.5 7 4.2 
Glasgow 150 25 | 16.7 125 | 83.3 98 | 65.4 20 | 13.3 7] 4.6 
Aberdeen 109 6 | 5.5 | 103 | 94.5 84 | 77.1 | 13 | 11.9 6] 5.5 
Cannock (miners 
and non-miners) 142 6 4.2 136 95.8 60 42.2 13 51.5 3 2.1 





























was considerable variability in the proportion of 
Dutch pessaries fitted at various clinics. The 
highest percentage (79.5) at Manchester was 
closely followed by Aberdeen (77.1). That 
clinic was succeeded by North Kensington, Bir- 


age (32.0) of miscellaneous methods advised. In 
an unusually high percentage of cases (41, or 
17.5 per cent.) Liverpool depended upon soluble 
pessaries alone without any supplementary me- 
chanical device. It is to be hoped that there 





mingham, Glasgow, Cambridge, Wolverhampton, 


will eventually be a follow-up of these cases. in 
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order that we might compare the result achieved 
with those attained by the combined mechanical 
and chemical methods. Chemical means alone 
have worked well in a considerable series at the 
New York clinic. Cambridge and Manchester 
fitted practically no Dumas caps. More than 
half (51.5 per cent.) of the appliances used 
at the Cannock clinic serving a mining com- 
munity were of the Dumas type. Wolverhamp- 
ton likewise used a high proportion (41.8 per 
cent.). The similarity in procedure at these 
two clinies is explained by joint management. 
the Cannock clinic being a branch of the Wol- 
verhampton clinic. Following Cannock and 
Wolverhampton in the use of the Dumas were 
North Kensington, Glasgow, Aberdeen, Liver- 
pool, Birmingham, Manchester, and Cambridge 
in the order named. 

Analyzing the miscellaneous group (Tables 
[-IX), Manchester (Table II) used Dr. Stopes’ 
‘*Pro-Race’’ cervical cap in seven per cent. of 
the eases (out of a total of nine per ecent.), and 
showed only a few eases of the use of sheaths, 
soluble pessaries and Dumas caps. At North 
Kensington (Table I), by far the greatest pro- 
portion in the miscellaneous group was advised 
to use the sheath. The miscellaneous group at 
Cambridge comprised 22.9 per cent. of the total 
number of cases. Of this percentage, 21.6 per 
cent., or practically all of the miscellaneous 
cases, were given sheaths. There were only 
single eases of other methods recommended. At 
Liverpool nearly one-half of the miscellaneous 
geroup (17.5 per cent.) were given quinine pes- 
saries. Sheaths alone, or sheaths combined with 
soluble pessaries, were used in 32 cases (13.7 
per cent.) of the Liverpool series. At Birming- 
ham (Table VI) the miscellaneous group (4.2 
per cent.) was exclusively instructed to use the 
‘*Pro-Race’’ cap. In connection with the use 
of sheaths at these clinics it should be observed 
that they are frequently advised for temporary 
use in cases of suspected pregnanev until such 
time as the patient’s case can be definitely diag- 
nosed. As soon as it is clear that the patient is 
not pregnant, she is at liberty to return to the 
clinie and be fitted with a pessary. 

Table X summarizes the distribution of sizes 
of Dutch pessaries fitted at the clinics studied. 
. The mode for each series has been indicated by 
underscoring. Figure 1 is a graphic repre- 
sentation of the distribution of sizes fitted in the 
total group of 2,022 cases so advised. Moreover, 
reference to Figure 2 will show that 84.4 per 
cent. of these cases required sizes ranging from 
67.5 mm. to 77.5 mm. Only 15.6 per cent. of the 
cases needed sizes of smaller or greater diameter. 
Cooper’® states that at the New York clinic about 
ninety per cent. of the cases require sizes ‘‘ which 
are 70, 75 mm. or 80 mm. in outside diameter’ ’.* 

These data on sizes may have three possible 
uses. First, by showing the sizes most frequent- 
ly required they should assist practitioners in 


*This observation probably represents an estimate. 





stocking the supplies most often needed and in 
avoiding those of little use. The rubber deteri- 
orates with time, and it is as requisite in the 
economical operation of a physician’s office to 
stock only the supplies required as it is for a 
retail storekeeper to avoid carrying lines of 
goods not in demand. 

Secondly, these figures cast doubt on the wis- 
dom of the choice of sizes employed at the Los 


Cases 
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FIGURE 1. 
at nine British birth control clinics. 


Distribution of sizes of Dutch Pessaries fitted 
2022 cases. 
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FIGURE 2. Sizes of Dutch Pessaries fitted at nine British 
birth control clinics. By cumulative percentage distribution. 
2022 cases. 

Angeles clinic. Here a vaginal diaphragm of 
the trade name ‘‘Protex’’ is used. Like the 
*‘Ramses’’ or ‘‘Rantos’’ used by the various 
American clinies—there are now forty-four con- 
traceptive stations in the United States—the 
**Protex’’ is a modification of the Dutch 


Mensinga diaphragm. Both the ‘‘Rantos’’ 
and the ‘‘Protex,’’ however, are supported 


by a coiled spring rather than by a flat ‘‘ watch 
spring’. This permits expansion and _ con- 
traction on several planes rather than on one 
plane only, as in the ease of the Dutch Mensinga 
or Haire pessary. The technique of application 
is the same in all three types. The ‘‘Rantos’’ is 
made in a wide range of sizes, as is the Dutch 
Mensinga ; but not so with the ‘‘Protex,’’ which 





is manufactured in three sizes only (0, 1, 2), 
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corresponding to the 50 mm., 65 mm., and 70 
mm. ‘‘Rantos’’. The distribution of sizes of 
Dutch caps fitted in British clinics (Table X) 
suggests (1) that the ‘‘Protex’’ sizes are too 
narrow in range and ill-selected as standards; 
and (2) that they are for many cases too small. 
Some cases require a vaginal diaphragm larger 
than 70 mm. in diameter. Such cases cannot 
properly be taken care of with any ‘‘Protex’’ 
appliance. The ‘‘Protex’’ is practically useless 
since it is too small; while even size 1 (65 mm.) 
would presumably be required in only a small 
percentage of cases. 


Thirdly, inferences from Table X suggest that 
there may be an insufficient standardization of 
procedure in British clinics in selecting the 
sizes finally advised by the staff physicians. 
There seems to be a tendency for some physi- 
cians to fit large sizes and for others to fit small 
sizes. Not infrequently it has been necessary 
to change sizes. A glance at the modes in Table 
X will show that Wolverhampton, Glasgow and 
Aberdeen tend to fit much larger sizes than Cam- 
bridge, or even than Liverpool and Birmingham. 
The practice recommended by authorities is to 
fit the largest size that may be retained in place 
with comfort. If it is too small, it will become 
dislodged in the movements of coitus. If it is 
too large it will be annoying to the patient, if 
not a possible source of irritation. Multiparae, 


than primaparae or nulliparae. Patients who 
have never been delivered often require a larger 


size after delivery of the first child. 
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A DEFINITION OF THE FUNCTION OF A 
PUBLIC HEALTH DEPARTMENT 


By Wittiam T. Hopkins, M.D., ForMERLY CoMMIs- 
SIONER DEPARTMENT OF PUBLIC HEALTH, LYNN, MASs- 
ACHUSETTS 

Bulletin, February 1930 


The function of a public health department is pri- 
marily prevention. The optimum period for the care 
of preventable diseases is before their occurrence. 

When a person becomes ill with a communicable 
disease he should be segregated, if necessary, and 
cared for privately or, if this is impracticable, should 
be a responsibility of the public health department 
until he no longer constitutes a menace to the com- 
munity. Segregation and care of such cases in an 
isolation hospital, while highly advantageous to the 
afflicted individual, has for its object, primarily, not 
the welfare of this sick person, but the protection of 
the remainder of the community from the danger of 
further spread of the disease. 


If a person, without incurring risk, can be ren- 
dered immune to a disease for a considerable period 
of time, he carries with him his own protection 
against the possibility of this particular infection. 
This can be accomplished in a limited number of 
diseases, viz., typhoid fever, cholera, some forms of 
dysentery, smallpox and diphtheria. That more 


frequent advantage of this opportunity is not taken 
must be due to failure to possess the information or 


from lack cf conviction as to its soundness or from 
indifference. If this is true it becomes obvious that 
the first step in a program for efficient prevention 
must be a campaign of education. This should be- 
gin with the medical profession, not yet quite en- 
thusiastic upon this point. If the medical profession 
is thoroughly convinced and coéperative, the family 
doctor will be prepared to give sound advice and 
carry out the technique of the preventive procedure 
requisite in each particular case when, as a result of 
publicity, his patients consult him for an opinion. 
Such a program will speedily be justified by a de 
cline in mortality statistics. 





THE PELLAGRA PREVENTIVE ACTION 
OF CANNED SALMON 


In connection with studies relating to the pellagra 
preventive properties of various food substances the 
United States Public Health Service has recently an- 
nounced that canned salmon (Alaska chum) con- 
tains the pellagra preventive factor. By reason of 
its potency in preventing pellagra and its availability 
in the preserved state, salmon may be considered 
a fair substitute for meat in the area of pellagra 
endemicity where meat is not readily available. The 
demonstration of the pellagra preventive value of 
canned salmon furnished further evidence of the 
soundness of the working hypothesis that black 
tongue in dogs is the analogue of pellagra in man. 
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THE NEW HAMPSHIRE MEDICAL SOCIETY 


Official Program 


THE ONE HUNDRED AND THIRTY-NINTH 
ANNUAL MEETING OF THE NEW 
HAMPSHIRE MEDICAL SOCIETY 

Masonie Temple, 44 South Main Street, 
Concord, N. H. 


TUESDAY AND WEDNESDAY, May 13-14, 1930 


HE first meeting of the House of Delegates 

will be held Monday evening, May 12, at 
7:30 o’elock, Masonic Temple, and subsequent 
meetings will be in the same place. 

The Scientific Sessions will open at 10 o’clock 
A. M., Tuesday, with General Meetings fore- 
noon and afternoon, Tuesday and Wednesday. 

Wednesday evening, May 14, Banquet at 7 
o’clock, Eagle Hotel. Tickets—$2.50 each. 


OFFICERS 

President 
Henry O. Smith, Hudson. 

Vice-President 
Osmon H. Hubbard, Keene. 
Secretary-Treasurer 

D. E. Sullivan, Coneord. 

Councilors 

Term 
Expires 


Henry H. Amsden, Merrimack County 1930 


George C. Wilkins, Hillsborough County 1930 
Abram W. Mitchell, Rockingham County 1931 
Harry O. Chesley, Strafford County 1931 
H. H. Marks, Coos County 1932 
F. E. Clow, Carroll County 1932 
Clifton 8. Abbott, Belknap County 1933 
Arthur T. Downing, Grafton County 1933 
A. A. Pratte, Cheshire County 1934 
Emery M. Fitch, Sullivan County 1934 
Trustees 
Ira J. Prouty, Keene 1930 
Thomas W. Luce, Portsmouth 1931 
Alpha H. Harriman, Laconia 1932 


HOUSE OF DELEGATES 


Speaker, Harry O. Chesley, Dover. 
Vice-Speaker, Samuel T. Ladd, Portsmouth. 
The President, ex-officio. 

The Vice-President, ex-officio. 

The Secretary-Treasurer, ex-officio. 


Rockingham County 


Ralph H. Barker, Derry. 
Samuel T. Ladd, Portsmouth. 
Eugene B. Eastman, Portsmouth. 





Merrimack County 


David R. Brown, Concord. 
Thomas M. Dudley, Concord. 
*E. T. Drake, Franklin. 


Cheshire County 


Charles S. Walker, Keene. 
Frank Dinsmoor, Keene. 


Grafton County 
R. G. Perry, Wells River, Vt. 
F. P. Lord, Hanover. 
A. T. Downing, Littleton. 


Sullivan County 


Osear C. Young, Charlestown. 
Henry C. Sanders, Jr., Claremont. 


Hillsborough County 


D. G. Smith, Nashua. 

P. Bergeron, Manchester. 
denjamin G. Moran, Nashua. 
W. P. Grimes, Hillsborough. 
D. W. Parker, Manchester. 


Belknap County 


C. L. Smart, Laconia. 
N. W. MacMurphy, Belmont. 


Carroll County 


Fred E. Clow, Wolfeboro. 
EK. H. Egbert, Wolfeboro. 


Strafford County 


H. O. Chesley, Dover. 
R. J. Bennett, Dover. 


Coos County 


George R. Cusson, Berlin. 
Joseph J. Cobb, Berlin. 


*Deceased. 
Hovse or DELEGATES 
MONDAY, MAY 12, 7:30 P. M. 


Masonie Temple 


Order of Business. Subject to Approval of 


the House. 
Roll Call. 
Minutes of last meeting. 
Appointment of Committees. 
Reports of Officers. 
Reports of Standing and Special Committees. 
New Business. 
Unfinished Business. 
Report of Committee on Nominations. 
business of second day.) 
Election of Officers. 
New Business. 
Unfinished Business. 


(First 
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COMMITTEE ON ARRANGEMENTS 
Robert O. Blood, Chairman. 
Scientific Exhibits 


Dr. Henry H. Amsden, Chairman; Dr. Walter 
Rowe, Dr. Carleton R. Metealf, Dr. F. 8. 
Eveleth, Dr. George Leete, Dr. Clarence 
Ballard. 


Place of Meeting 


Dr. Charles Parsons, Chairman; Dr. Harold 
J. Connor, Dr. Arthur K. Day, Dr. J. 
Elizabeth Stevens. 


Publicity 


Dr. D. E. Sullivan, Chairman; Dr. F. L. New- 
ton, Dr. Barry H. Burgess, Dr. Loren A. 
Sanders. 


Banquet 


Dr. A. L. MaeMillan, Chairman; Dr. Edward 
J. Delaney, Dr. A. B. Howard, Dr. 
Charles Dunean, Dr. Robert J. Graves. 


Recreation and Transportation 


Dr. Montford D. Haslam, Chairman; Dr. 
Marion L. Bugbee, Dr. Sibley G. Morrill, 
Dr. David R. Brown, Dr. C. E. Butter- 
field. 


Guests and Visiting Delegates 


Dr. Charles Dolloff, Chairman; Dr. Chauncy 
Adams, Dr. Fred E. Bryar, Dr. Thomas 
M. Dudley, Dr. Jules Brien. 


Finance 


Dr. James W. Jameson, Chairman; Dr. Don- 
ald G. MelIvor, Dr. Joseph Theriault, Dr. 
George McGregor, Dr. Fred Taylor. 


ANNOUNCEMENTS 


Note carefully the program. 

Every member is requested to register and 
receive a badge before entering the General As- 
sembly Hall. Ample provisions will be made 
for these purposes. Please present your mem- 
bership certificate when registering. 

As heretofore, the usual exhibition of x-ray 
apparatus, books, surgical appliances, drugs and 
foods will be held. Application for space should 
be made to Dr. H. H. Amsden, Concord. 

Places open for inspection and rest during the 
State Medical Meeting: New Hampshire His- 
torical Society building; Friendly Club, 20 
South Main Street ; Woman’s Hospital, 66 South 
Street; Margaret Pillsbury Hospital; New 
Hampshire State Hospital. 

Ladies of visiting members are cordially in- 
vited to visit Concord during the state meeting 
and are urged to attend the entertainment Tues- 
day evening and the dinner Wednesday evening. 

Members of the resident Ladies Committee 
will be in attendance at headquarters to render 


such services as may be desired by the visiting 
ladies. 

During the discussion of papers, the speak- 
ers will please announce their names plainly for 
the benefit of the stenographer, and then walk 
forward to the platform so that the audience and 
the stenographer may plainly hear what is said. 

All meetings will be called to order promptly 
at the hour stated. 

Discussion of papers is open to all members 
and guests of the Society. It is not limited to 
those named on the program. 

The Woman’s Auxiliary to the New Hamp- 
shire Medical Society will hold its Executive 
Board meeting and its business sessions on Tues- 
day and Wednesday, May 13 and 14. A bulletin 
containing the program in detail and the social 
arrangements will be sent to each Auxiliary 
member on May 1. 

The program for Tuesday evening’s entertain- 
ment: 


AUDITORIUM, ST. PAUL’S SCHOOL, 7:30 P. M. 


Dr. Drury, rector, St. Paul’s School, Wel- 
come. 

Motion pictures, secured from Harvard Film 
Foundation. 

Subjects: 1. The Nation’s Market Place; 2. 
The Romance of Rayon. 

Mr. Muzzey, ‘‘The Will Rogers of New Eng- 
land’’. 

Refreshments to follow entertainment. 

Automobiles will be at the disposal of the 
Society to take the out-of-town members to the 
entertainment, leaving the Eagle Hotel at 7:15. 
This entertainment is arranged for you, so why 
not make an effort to attend. 

The dinner will be served at the Eagle Hotel 
at 7:00 o’clock, promptly, Wednesday evening. 
Tickets may be obtained of the Committee on 
Arrangements and should be engaged early. 

Samuel T. Ladd will be anniversary chairman 
and the committee in charge has made special 
efforts to provide interesting entertainment for 
the evening. 

The speakers at the dinner will be: 


The President. 

Dr. M. L. Harris, President American Medi- 
cal Association. 

Hon. Royal 8. Copeland, U. S. Senator of 
New York. . 


It is hoped that all who can will be present 
to enjoy an evening of social entertainment. 


GENERAL MEETING 
TuespAy, May 13, 10 A. M. 


Smith. 
Invocation, Rev. A. O. Phinney. 


O. Blood. 





Introduction of Visiting Delegates. 


nie athe, Tate Geman oe eee 
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Call to order by the President, Henry O. 


Report of Committee on Arrangements, Robert: 
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Arteriosclerosis of the Coronary Arteries with 
Report of Autopsy. Osmon H. Hubbard, Keene. 

Discussion: W. F. Taylor, Keene; Deering G. 
Smith, Nashua. 

Fracture Treatment: Convalescence and Ap- 
paratus. Frederic J. Cotton, Boston. 

Discussion: Carleton R. Metealf, Concord ; 
Ezra A. Jones, Manchester. 

Medical Testimony. Alvin A. Lucier, Nashua. 

Discussion: William N. Rogers, Concord; 
Louis W. Flanders, Dover. 


TuEspAy, May 13, 2 P. M. 

The President’s Address. Henry O. Smith, 
Eludson. 

Methods and Results of Diabetic Treatment. 
Frederick M. Allen, The Physiatrie Institute, 
Morristown, N. J. 

Diseussion: H. T. French, Hanover; C. O. 
Coburn, Manchester. 

Pyuria in Children. 
Laconia. 

Discussion: Frank N. Rogers, Manchester ; 
Elmer J. Brown, Manchester. 

A Case of Undulant Fever. 
Lisbon. 

Diseussion: A. T. Downing, Littleton; H. A. 
Des Brisay, Hanover. 

Motion Picture—‘Movements of the Ali- 
mentary Tract in Experimental Animals’’. 
Presents a comprehensive study of peristalsis 
from the stomach to the reetum in the dog, cat 
and rabbit. (25 minutes.) 


Wepnespay, May 14, 10 A. M. 

Some Phases of Dentistry which should Con- 
cern the Medical Practitioner. Otis M. Little- 
field, D.D.S., Manchester. 

Discussion: William E. Reed, Nashua; D. C. 
Norton, Manchester. 

The Present and Future Status of the General 
Practitioner in New Hampshire. Arthur W. 

surnham, Lebanon. 

Discussion: Emery M. Fitch, Claremont; 
Clarence E. Dunbar, Manchester. 

Otitis Media in Children. Raymond H. Mar- 
cotte, Nashua. 

Diseussion: Frank E. Kittredge, Nashua; A. 
L. MaeMillan, Concord. 

Pathological Changes of the Endometrium. 
John F. Gile, Hanover. 


Discussion: H. N. Kingsford, Hanover; Eu- 
gene B. Eastman, Portsmouth. 


WEDNESDAY, May 14, 2 P. M. 

Presentation of Gold Medals to George H. 
Sanborn, Henniker ; George Winsor Hatch, Wil- 
ton, and Melvin T. Stone, Troy, in recognition 
of their 50 years membership and 50 years con- 
tinuous practice in their present locality. Henry 
0. Smith, President. 

Congratulations of the State. His Excellency, 
Governor Charles W. Tobey. 


Richard W. Robinson, 


H. C. Pickwick, 





Congratulations of Dartmouth Medical Col- 
lege. Frederic P. Lord, Hanover. 

Address. Maleolm LaSalle Harris, Chicago, 
President American Medical Association. 

Symposium, Intracranial Pathology Lesions, 
Diagnosis and Treatment. Timothy Leary, Bos- 
ton; Abraham Myerson, Boston; John S. Hodg- 
son, Boston. 

Discussion: Charles Dunean, Coneord; Colin 
C. Stewart, Hanover; John H. Holmes, Man- 
chester. 


Report of House of Delegates. 
Report of Trustees. 
Installation of Officers. 


EXHIBITORS AT THE NEW HAMPSHIRE 
MEDICAL MEETING 


American Medical Association. 

N. H. State Board of Health. 

E. L. Pateh Co. 

General X-ray Co. 

Tailby Nason. 

Lederle Laboratory. 

United Life & Accident Co. 
Edgerstoune Farm. 

Vietor X-ray Co. 

C. V. Mosby Co. 

Elmer Blackwell. 

EK. F. Mahady Co. 

Concord Wiring & Supply Co. 

W. H. Avery. 

Charles A. Trask. 

Surgeons & Physicians Supply Co. 
Petrolagar Laboratory. 

Mellin’s Food. 

Horlick’s Malted Milk Co. 
Coneord Dairy Co. 

Coneord Electrie Co. 

George C. Frye Co. 
Maleolm MacLean Co. 

A. P. Fitch Co. 

Davies, Rose & Co. 

Schering Corporation. 

All members are urged to visit the exhibits. 





NEW MEMBERS 


Dr. Eugene Augustus Vickery, Portsmouth. 
Dr. Ernest J. Fraser, 174 Main Street, Nashua. 





DEATHS 


Dr. William C. Junkins, 85, dean of the New Hamp- 
shire medical profession, died in Portsmouth, N. H., 
April 10. He was a native of Berwick, Me., a Bow- 
doin graduate and was mayor of Portsmouth in 1895 
and 1856. He also served in the Legislature. 

Dr. George Stevens Hazard of Hollis died April 
13 at his home. 

Dr. Charles Chirurg, 195 Laurel Street, Manches- 
ter, N. H., died at his home Monday, April 7. 


Dr. Alonzo S. Wallace, Hudson, died April 9. 
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OBITUARY 
ERVIN THAYER DRAKE, M.D. 





Dr. E. T. Drake of Franklin, New Hampshire, was 
stricken with apoplexy, April 2, while returning from 
an early morning call and died at the wheel of his 
automobile. 

Dr. Drake was one of the most prominent and best 
known physicians in that section of the state. He 
was a beloved physician with a cheerful disposition 
who was helpful to the extent of his ability to every 
person who needed his assistance. He loved his 
work and was one of the few remaining practitioners 
of the “old school” type of family physician who 
seemed to always consider it a duty to answer calls 
at all hours of the day or night, regardless of as- 
surance of remuneration. His loss is a very real 
one, especially to the poor and needy of that section 
where he had been on constant call for the past 43 
years. 

He was born in Pittsfield, New Hampshire, May 
21, 1857, son of Emily Jenness and Thomas Thayer 
Drake. He was a graduate of Tilton Seminary, 
N. H., the University of Vermont and the New York 
University Medical School (1884). For many years 





he had been County Physician of Merrimack County 
and physician to the New Hampshire Orphans’ 
Home. 

He conducted an active practice including surgery 
with success. His interest in surgery led to careful 
study of this special field and to the performance of 
major operations early in his career. His consulta- 
tion practice was extensive. 


He leaves, beside his widow, Mary Aiken Drake, 
two daughters: Mrs. Chester Rausch of Newton Cen- 
ter, Mass., and Mrs. Stanley Worthington of Roches- 
ter, New York, and two sons, Ervin and Robert 
Drake, both of Winchester, Mass. He is also sur- 
vived by two brothers: Prof. John Drake of Emporia, 
Kansas, and Dr. Arthur Drake, Chief Surgeon at the 
State Infirmary, Tewksbury, Mass., and a sister, 
Amy B. Drake of Tewksbury. 


Services were held at the Congregational Church 
in Franklin, April 4. The church was filled with 
friends of all nationalities, creeds and ranks of life 
who came to pay a last tribute to their kind friend. 
The local physicians attended in a body and acted 
as pall-bearers. Places of businessi were closed dur- 
ing the hour. Interment was made in the family 
lot in Pittsfield. 





“FAKE ANTISEPTICS AND THE LAW” 


The Food, Drug, and Insecticide Administration 
of the United States Department of Agriculture has 
prepared a comprehensive pamphlet titled as above 
and relating the results of a three years’ campaign to 
bring the labeling of antiseptics into compliance with 
the Federal Food and Drugs Act. The pamphlet 
comments upon the situation in general as follows: 

“Unfortunately, fraud in connection with the sale 
of antiseptics is not completely ended when the la- 
bels are brought into full compliance with the pro- 
visions of the food and drugs act, for there still re- 
mains the wide field of advertising in papers and 
periodicals over the radio, which is not covered by 
the Federal food and drugs act. Improvement in 
this field may be expected now that the Federal 
Trade Commission is proceeding against this abuse 
of public confidence. The National Better Business 
Bureau, in codperation with many ethical news- 
papers and magazines, also discourages fraudulent 
advertising. Much, however, remains to be done 
along this line.” 

On February 5, 1930, the Federal Trade Commis- 
sion issued its complaint against the Bailey Radium 
Laboratories, Inc., a corporation, and William J. A. 
Bailey, individually, and as president and as treas- 
urer and as principal stockholder of the Bailey Ra- 
dium Laboratories. . 

The complaint relates that the respondent is en- 
gaged in the manufacture and sale of a solution 
composed of water and radium salt and/or meso- 
thorium salt for internal use by human beings under 
the trade name of Radithor. The complaint asserts 
that representations made by the respondent that 
Radithor is the outstanding achievement in the ap- 
plication of radioactive rays, and the climax of thirty 
years of toil by hundreds of scientists is untrue. It 
declares that whereas the respondent has represent- 








ed that the alpha ray of radium is not penetrating 
and destructive, the fact is that when radium or 
mesotherium are taken into the body through the 
mouth, the alpha ray is destructive and poisonous 
and causes serious diseases in various portions of 
the body. 

Listing approximately 160 diseases or conditions 
which the respondents are alleged to have represent- 
ed Radithor as having ameliorated to a considerable 
degree, the Commission’s complaint asserts that 
Radithor neither ameliorates nor cures nor appears 
to ameliorate to a considerable degree the diseases 
or conditions listed, and claims that the use of 
Radithor in instances where they might be present 
or under any other condition might be seriously 
harmful to the patient and result in an aggravation 
of the disease. 

On February 24, 1930, the Federal Trade Commis- 
sion issued its complaint against the Agmel Corpora- 
tion, New York City. 

According to the complaint the respondent is en- 
gaged in the importation and sale of a preparation 
manufactured by a subsidiary, the Agave Company 
in Mexico, from the sap of the Maguey plant, known 
as “Agmel’’, the concentrated or partially dehydrated 
sap of the Maguey plant. The Commission alleges 
that the respondent has asserted that when this 
preparation is taken into the mouth, and swallowed 
by human beings it becomes a tonic and/or specific 
or remedy in the treatment of Bright’s disease, dia- 
betes, rheumatism, high blood pressure, stomach 
ulcers, prostatitis, anemia, goiter and certain other 
diseases and ailments. 

The Commission asserts in its complaint that in 
truth and in fact, Agmel, when introduced into the 
human body is not only useless in the treatment of 
the diseases mentioned, but in sgme of them its use 
would be definitely harmful. 
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CASE 16181 


JAUNDICE AND EDEMA IN A WOMAN OF 
THIRTY-TWO 


Mepicalt. DEPARTMENT 


A married Italian woman thirty-two years 
old entered July 7 complaining of abdominal 
pain and jaundice of six weeks’ duration and 
edema of the extremities of two weeks’ dura- 
tion. The history was given by her husband. It 
is incomplete because of lack of understanding 
and language difficulties. 

Two months and a half before admission she 
began to feel weak, to lose appetite and to be 
easily fatigued. The symptoms increased. She 
soon had to give up work. She had headaches 
occasionally. Her back was sore. Some weeks 
before admission the headaches and backache 
disappeared. Her skin and sclerae began to be 
a little yellow. Six weeks before admission she 
began to have severe dull aching pain going 
straight across the abdomen at about the level 
of the umbilicus. This was constant for about 
two weeks, preventing sleep. With this she had 
a temperature of 101°. Since the onset her 
bowels had been constipated for the first time 
and she had been in bed with no appetite, grow- 
ing steadily weaker. At the onset she began to 
vomit without nausea two or three times a day, 
with remissions for a day or two. This stopped 
after ten days and did not return, though for 
the past three days she had felt nauseated. 
With the onset of the vomiting the jaundice be- 
came more intense and in general remained about 
the same, with some variation from day to day, 
until the past week, when it became still deeper 
and remained so until admission. Four weeks 
before admission she found that her abdomen, 
feet and legs were swollen. During the past 
two weeks the swelling of the abdomen had di- 
minished somewhat and her urine had been 
darker than normal. For the past week she had 
had persistent itching of the legs, preventing 
sleep during the past two nights. The morning 
of admission the abdominal pain recurred, not 
severe. Throughout the illness her temperature 
had been taken every day and varied between 
normal and 101°. She had had no chills. Dur- 
ing the past few days her stools had been yel- 
low. The day of admission she had bright red 
stools. 





The family history is negative. 

Her past history is negative so far as it was 
obtained. 

Clinical examination showed a deeply jaun- 
diced, immensely obese woman with a general 
musty odor. A few moist rales at the bases of 
the lungs. Heart enlarged. Percussion unre- 
liable. Apex impulse about 4 centimeters out- 
side the midelavicular line. <A systolic murmur 
at the apex and the second right interspace. 
Blood pressure 170/100. Lungs clear. Abdo- 
men tremendously obese, no fluid wave. Marked 
edema of the thighs and legs. Knee jerks and 
ankle jerks not obtained. Kernig not attempted. 
No Babinski. 

Urine: brown or mahogany colored, amount 
recorded only once, then normal, specific gravity 
1.020 to 1.022, a high trace of albumin onee, 
questionable onee, bile very strongly positive at 
all of four examinations, one to many leukocytes 
per field at three examinations, occasional gran- 
ular casts at two, many hyalin casts at one, oe- 
easional cellular casts at one. Blood: 13,900 to 
20,900 leukocytes, 75 per cent polynuclears, reds 
3,800,000, hemoglobin 55 per cent, smear normal. 
Hinton negative. Quantitative van den Bergh 
25.77 milligrams. Icteric index 75. Stools green, 
white or tan colored at three examinations, 
guaiae very strongly positive at two. 

X-ray examination of the gall bladder region, 
not a Graham test, and examination with a 
barium enema were unsatisfactory on account of 
the obesity of the patient. So far as could be 
determined there was no organic disease of the 
colon. 

July 8 examination showed shifting dullness 
in the abdomen. July 11 the patient looked 
better. The lungs were clear except for a few 
atelectatic rales. Two days later the lungs were 
filled with wet rales and the abdomen much dis- 
tended. The patient was moribund. She con- 
tinued to go downhill. July 17 a consulting sur- 
geon did not find the condition surgical. July 
19 she died. 


CLINICAL DiscussIONn 


BY WILLIAM B. BREED, M.D. 
NOTES ON THE HISTORY 


I think it is important to attempt to deter- 
mine how severe this pain was before we go any 
farther. The character of it was dull and ach- 
ing. We do not know how severe it was. The 
sentence in the first paragraph indicates that the 
history may be somewhat unreliable. Certainly 
she did not have attacks of violent abdominal 
pain, because it was apparently constant. It 
is not pain that suggests gall bladder disease, 
gall stones or any acute process of that sort. 

I should like to interpolate one other symp- 
tom from below. Throughout the illness her 
temperature had been taken every day and 
varied between normal and 101°. We have a 


young woman whose disease began insidiously 
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and who had from the start evidences of infec- 
tion with gradually increasing symptoms of 
toxemia and progressive jaundice. There was 
a period for two weeks when she had abdominal 
pain of a dull aching character. I think the 
most important part of this particular history 
is that she had an infection from the start. 
That will help us more than any other one part 
of the history. As this progressive jaundice 
became worse her vomiting became more intense. 
During the period when in the hospital she did 
not vomit so much, but was persistently nause- 
ated. We are not told anything about the char- 
acter of the vomitus. It would be interesting 
to know whether she did vomit any blood. 


The itching of course can be perfectly well ex- 
plained on the basis of icterus. Why she had 
itching only of the legs I do not know. She may 
have had stretching of the skin together with the 
jaundice which made her itch in that part of 
the body. 

The yellow stools can be accounted for. The 
record does not indicate what was the cause 
of the bright red stools, but I suppose we have 
to assume that the color was due to bright red 
blood, and the most likely explanation for the 
moment is hemorrhoids. They would be the most 
common cause of bright red blood in a woman 
of her age. 


NOTES ON THE PHYSICAL EXAMINATION 


Our nose helps us a good deal in diagnosticat- 
ing cases, but the musty odor in this case does 
not indicate any particular disease. 


‘*Pereussion unreliable.’? Therefore we do 
not know whether the heart is enlarged or not. 


In the presence of what we can assume to be 
ascites her heart may perfectly well be dis- 
placed, and I see no evidence yet that the heart 
is definitely enlarged, or certainly any more en- 
larged than an obese woman may have from 
fatty accumulation. There is no note here that 
she did have ascites, but she was tremendously 
obese. They got no fluid wave. That does not 
rule out ascites by any means. Later on there 
was some shifting dullness in the abdomen. I 
think in a markedly obese abdomen it is often 
difficult to tell whether ascites is present. 


Miss Parnter: The record notes that there 
was ‘‘lemon jelly motion’’. 

Dr. BreepD: The fact that there was jelly-like 
motion does not rule out ascites. 

There is nothing in the urine examination ex- 
cept a suggestion of acute general infection. 

She had a definite secondary anemia and a 
leukocytosis. 

The quantitative van den Bergh and _ the 
icteric index have very high figures which con- 
firm the observation that she was deeply jaun- 
diced. We have no evidence from the laboratory 
work as to what sort of jaundice it was, whether 
it was the hemolytic type or the obstructive 
type. The degree of jaundice certainly would 





make you feel that it was not entirely the 
hemolytic type. 

I cannot interpret the green stools, but the 
white and tan colored stools indicate that prac- 
tically no bile is coming through. ‘‘Guaiae very 
strongly positive at two.’’ The guaiae test can 
be explained either from bleeding of hemor- 
rhoids in the rectum or possibly from bleeding 
higher up, possibly from a varix. I should be 
very much against a diagnosis of carcinoma of 
the stomach or ulcer. 


DIFFERENTIAL DIAGNOSIS 


Together with the fact that she has had an in- 
fection since the onset of her disease and the fact 
that the jaundice is progressively getting worse 
and has from time to time varied as it got worse, 
and in the presence of ascites and edema, it 
seems to me that the most logical diagnosis to ex- 
plain her condition is some sort of infectious 
cirrhosis. We can get a cirrhosis from stones in 
the common duct if they are there long enough to 
give liver damage; but stone in the common duet, 
although it can be there without pain, has to be 
there a considerable time in order to give enough 
obstruction to cause liver damage. Carcinoma 
of the head of the pancreas may give obstruction 
long enough to cause cirrhosis. But in a woman 
of this age it seems to me that without definite 
symptoms or signs or cancer one cannot make 
that diagnosis. She may have an enlarged heart, 
not very much enlarged because she does not 
seem to have suffered from cardiac decompensa- 
tion. The fact that the heart shows a position to 
the left may perfectly well be due to a high 
diaphragm and displacement. The way in which 
she died is perfectly consistent with a cirrhosis. 
These eases often vary in their intensity towards 
the last and go suddenly, dying in cholemia. I 
eannot explain the cause of this cirrhosis. I 
should be willing to say that the most likely diag- 
nosis is infectious jaundice with severe liver de- 
struction. Panereatitis usually does not give 
this picture. With an acute pancreatitis there is 
a much more sudden and overwhelming infee- 
tion. She may have a secondary infection of her 
pancreas. But so far as I can say at the present 
time there is no definite evidence of gall bladder 
disease, stones, or infection in the gall bladder 
or the common duct. We do not know whether 
she had a rectal examination done which may 
have shown some hemorrhoids. We would hope 
that it did. 

Miss Painter: It was done. There were no 
hemorrhoids. 

Dr. Breep: She may have been bleeding from 
an esophageal varix. Did she vomit while in the 
hospital ? 

Miss PaintER: No. 

A Stupent: Would blood be red in stools 
from esophageal varices? 

Dr. Breep: Probably not, unless there was a 
great deal. I do not know why the stools were 
bright red. But of course the two positive 
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guaiaes could be explained on the basis of hemor- 
rhage high up. I do not believe she has carci- 
noma of the stomach or of the head of the pan- 
creas or ulcer. Was a pelvic examination done? 

Miss Painter: The surgical consultant at- 
tempted it and found the uterus movable; no 
pain on motion. 

A Srupent: What other things would you 
want for a diagnosis of carcinoma of the head of 
the pancreas? 

Dr. Breep: In the first place her age is 
against it, and also the presence of ascites is 
against that diagnosis. 

A Srupent: Wouldn’t ascites be in favor of 
a carcinomatous condition ? 

Dr. Breep: Only if metastatic or obstructive 
in the liver. Gall stones or even stones in the 
common duct do not cause ascites. You can 
argue in the first physical examination there is 
no evidence of ascites and in the second there is. 
Obstructive carcinoma of the head of the pan- 
creas or of the common duct does not in this 
short time give ascites, or at least not until it has 
produced enough cirrhosis to cause ascites. 

A Srupent: Would it be possible to have 
earcinoma of the flexure of the hepatic colon 
with metastasis to the liver? 

Dr. Breep: That is possible. 
were unsatisfactory. 

A Stupent: The fresh blood would make it 


Both X-rays 


likely. 
Dr. Breep: She may have carcinoma of the 
eolon. 


A Strupent: Could that fresh blood come 
from the head of the pancreas? 

Dr. Breep: There is no way that it could. 

A Strupent: I should like to ask a question 
about those green stools. I have seen them 
myself and never had an adequate explanation of 
them. I have wondered if it could be due to 
some mechanism whereby the bile is stored up in 
the gall bladder or common duct and suddenly 
released, perhaps through ball valve action of a 
stone, into the intestinal tract. Because of the 
quantity of bile, it is not. all absorbed before it 
reaches the rectum and consequently colors the 
stools green. 

Dr. Breep: You think this would indicate 
that there was some mechanical thing allowing 
‘ the bile to come through ? 

A STuDENT: Yes. 

Dr. Breep: I think that is a logical explana- 
tion. 

This toxemia with fever in the beginning may 
be associated with cancer. On the other hand 
usually it is not until cancer has declared itself 
in some other way that it causes fever. I think 
that is a fair statement, and I think the one sig- 
nificant thing about this whole history is that the 
first symptoms were malaise and fever and very 
slight jaundice. I am willing to argue that the 
history is admittedly not accurate and that all 
we can do is to go on the basis of such history. 








Whether our reasoning is correct on the basis of 
what we have is something anyone can discuss. 

A Srupent: It says that two months and a 
half before admission she began to feel weak and 
lose appetite and her skin and sclerae began to be 
a little yellow. 

Dr. BREED: She has had fever since the onset. 

A StupENT: Would she not have developed 
icterus earlier if she had infectious jaundice? 

Dr. Breep: I do not see why, because there 
has to be considerable destruction of liver tissue 
before jaundice appears. As you know, many 
eatarrhal jaundice patients will be sick for three 
or four days, sometimes a week, before they de- 
velop jaundice. 

A StupentT: Necrotic cancerous tissue will 
cause fever, will it not? 

Dr. BreEep: Yes, it will; especially cancer of 
the ovary sometimes becomes necrotic inside and 
causes a fever sometimes before the diagnosis of 
cancer of the ovary is made. 

A StupENT: What was the clinical diagnosis 
in the hospital? 

Miss PAINTER: 
yellow atrophy. 

Dr. Breed: With cirrhosis and the sudden 
downhill course I do not see how we can make a 
diagnosis of acute yellow atrophy except on the 
history. When does the aeute yellow atrophy 
start? 

Dr. Matuory: I think acute yellow atrophy 
comes first and cirrhosis second in those eases. 
That is, if acute yellow atrophy is not fatal, as I 
am perfectly sure it often is not, it results in- 
variably in cirrhosis. 

A STUDENT: Would anemia mean anything? 

Dr. Breep: No; it is practically always pres- 
ent in advanced cirrhosis. 

A Stupent: If it were infectious jaundice 
wouldn’t the temperature be over 101° ? 

Dr. Mautory: No; that is about the grade of 
fever. 

A STUDENT: 
a white stool ? 

Dr. BREED: With marked liver destruction we 
get practically complete loss of bile, and she had 
practically complete jaundice. Is that correct? 

Dr. Mautory: One may get a light colored 
stool. Usually some bile gets through. 

Dr. BrEeD: That is a question of observation. 
There is no chemical analysis of bile reported. 


Cirrhosis of the liver. Acute 


Would infectious cirrhosis cause 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Cirrhosis of the liver. 
Acute yellow atrophy. 


DR. WILLIAM B. BREED’S DIAGNOSES 


Infectious jaundice. 
Infectious cirrhosis of the liver. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Cirrhosis of the liver. 
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2, Secondary or terminal lesions. 


Bronchopneumonia. 
Ascites. 


Patnouocic DiscussIon 
BY TRACY B. MALLORY, M.D. 


I would size this case up as one of cirrhosis, 
and I believe one following acute toxie necrosis 
of the liver or as it is usually called acute yellow 
atrophy. I say that with slight reticence, be- 
eause the liver weighed slightly over 2000 grams, 
which represents hypertrophy rather than 
atrophy. We do not think of its weighing more 
than 1000 grams in the latter condition. On the 
other hand if you had had to do the autopsy on 
this patient and had been as impressed with her 
monstrous size aS we were, you would agree that 
9000 grams was relatively not large for her. She 
was enormously obese. I think her normal liver 
weight might easily have been 3000 to 3500 
grams. In as fat a woman as this a liver weigh- 
ing 3000 grams is often found. I would size the 
case up as one of those in which atrophy had oc- 
curred before,— we have no way of saying how 
long before, perhaps a month or two,—then 
shrinkage of the undestroyed reticular tissue into 
fibrous sears, the regeneration represented by the 
big yellow nodules found at autopsy. Finally a 
new and terminal necrosis occurred just before 
death. The various stages ean be traced clearly 
in the histologie picture. Further evidence that 
the liver was really atrophic can be derived from 
the weights of the other organs. The kidneys 
weighed 560 grams, nearly twice the normal 
weight, and the heart also was very much en- 
larged with no nephritis or arteriosclerosis to 
account for it. 


A Stupent: As I understood it, you said that 
oftentimes acute vellow atrophy as such is fol- 
lowed by a sort of subsequent cirrhosis that is 
fatal. We have had some eases with small livers. 
Do you think there was any cirrhosis in these 
small livers? 


Dr. Matuory: It depends on the time. If you 
do the autopsy within a week of the onset of the 
condition there will not have been time for any 
fibrosis. The liver cells have disappeared, the 
reticular tissue that surrounded all the liver cells 
shrinks down to some extent, but still there is no 
marked cirrhosis. If the patient survives eight 
to twelve weeks we begin to get very definite 
cirrhosis. Cirrhosis means nothing but fibrosis, 
and with time it becomes very marked. In our 
records of eases here you can find every stage, 
from acutely fatal ones up to death in two 
months and six months or even much later. I 
think the ones that die fifteen or twenty years 
after the onset are all part of the same process. 

This patient had a terminal bronchopneu- 
monia of slight extent. 

Dr. Breep: She was not a cardiac at all? 

Dr. Matuory: The heart was slightly en- 











larged, but I think that was merely in proportion 
to her size. 


Dr. BreEED: How much ascites did she have? 
Dr. Matuory: ‘Ten liters, a considerable 


amount. 


A Srupent: Did they find hemorrhoids? 
Dr. Matuory: Not internally. They did not 


examine her for external hemorrhoids. 





CASE 16182 


PERSISTENT COUGH OF UNUSUAL 
ORIGIN 


MepicAL DEPARTMENT 


PRESENTATION OF CASE 


Dr. Gites W. THomas*: An Irish watchman 
sixty-five years old entered the hospital com- 
plaining of persistent cough of about six weeks’ 
duration. 

He had never known what it was to be sick 
before the present illness. He had never had any 
symptoms pointing to chronic pulmonary infec- 
tion or any dyspnea on exertion. He had had 
no gastro-intestinal symptoms at all. He was 
constipated as a rule, but there had been no 
change in his bowel habits recently. About six 
weeks before entry he had sudden onset of a 
eough which lasted a few minutes at atime. At 
times he raised a small amount of sticky yellow 
sputum,—practieally an unproductive cough. 
After a week of this without chills, fever or 
night sweats he gave up work and rested at 
home for a week without improvement. He then 
went back to work for another week, but felt 
so tired and unrelieved of his cough that he gave 
up work entirely three weeks before entry. Since 
that time he had not improved at all but had 
increasing orthopnea and anorexia and lost ten 
or fifteen pounds in weight. Three or four 
nights previous to entry he slept very little, 
craving the air. He spent much of each night 
sitting by a window. He had had no pain on the 
left side of the chest, but a week or two pre- 
ceding entry the cough became definitely pain- 
ful, the pain being referred to the lower right 
chest. 

When seen here he proved to be all skin and 
bones, a little old man sitting upright in bed 
panting for air. On examination he proved to 
be cyanotic. His heart was not remarkable in 
size. There were no significant murmurs. The 
rate was about 100. The chest signs were inter- 
esting. Over the right lower lobe in the back 
there was diminished tactile fremitus with di- 
minished breath sounds. There was no bronchial 
breathing, no egophony, no difference between 
the right and the left chest on inspiration. No 
peripheral edema, no enlarged liver. Blood pres- 
sure 130/70. Some secondary anemia. Leuko- 
cyte count 15,000 to 16,000. 

He was given one-sixth grain morphia. We 
tried to keep him as comfortable and as well as 


*Junior interne on the East Medical Service. 
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At midnight the day of admission he 
was found to be in even worse condition, with 
more air hunger than he had before and his 


possible. 


chest full of rales. Caffeine grains viiss. was 
of no avail. Venesection was done, which seemed 
to relieve his dyspnea and cyanosis. His pulse 
however did not become any less at that time; 
it was 120 to 130, at no time going below 120. 
By morning his chest had cleared so that the 
signs were much the same as on entry. On mor- 
phine given at least once every three hours, 
digitalis and rather frequent caffeine he had a 
stormy day, with his paroxysmal cough contin- 
uing. He had a great deal of difficulty in getting 
his breath. The pulse continued 140 to 150. 
The blood pressure stayed up pretty well, the 
systolic not below 115 throughout the day. He 
continued to be quite cyanotic. No irregularity 
in the heart. An electrocardiogram showed no 
changes that would not be compatible with his 
age. We had a portable chest plate that day. 
During the night he continued in about the 
same state. At four in the morning the blood 
pressure fell to about 80 or 90 systolic. The 
heart rate continued at 140 to 150. He petered 
out during the next four hours. Venesection 
was of no avail. We thought that the plrysical 
signs were due to a diminished aeration of the 
right lower lobe, and that there was no fluid. 


ROENTGENOLOGICAL DISCUSSION 


Dr. GeorcE W. Houtmes: Both films show 
dullness at the right base which has the appear- 
ance of fluid obliterating the outline of the dia- 
phragm. It rises somewhat higher in the median 
than in the axillary line. The costophrenic 
sinus is obliterated. The heart is not particular- 
ly enlarged and apparently not displaced. In 
addition we have this coarse, rather soft mottling 
scattered throughout the lung fields. There is 
dullness at the right apex. That might be part 
of the same process that is present at the base, 
that is, fluid. The plates were taken with the 
patient lying down. The process in the lung 
is of a bronchopneumonie character and could 
be due to a number of things. We see appear- 
ances like this in malignancy, also in heart fail- 
ure. I do not attempt to say what the process 


is due to here. 











CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Arteriosclerotiec heart disease. 
Malignancy, right lung? 





ANATOMIC DIAGNOSES 


1. Primary disease. 
Carcinoma of the stomach. 


bo 


Secondary or terminal lesions. 


Multiple microscopic tumor emboli of the 
lungs. 

Carcinomatous pleuritis. 

Hemothorax, left. 


PatTHouogic DiscussIon 


Dr. Tracy B. Matuory: This ease is in many 
ways one of the undiagnosable. The primary 
disease was cancer of the stomach. I think there 
is no question that his major symptoms were 
due to pleurisy on the right side. At autopsy 
1400 eubie centimeters of frankly bloody fluid 
was found there. The story of six weeks’ un- 
productive cough and dyspnea means that the 
fluid was there all the time. We were much in- 
terested at the time of autopsy because we could 
not find any gross evidence of tumor in the 
pleura or in the lung. But when the sections 
came through there were microscopic emboli of 
tumor in vessels and lymphatics throughout the 
lung. I am pretty sure that if one had looked 
at the blood smear very carefully some tumor 
cells would have been picked up in that. 

Dr. THomas: Are both lungs involved in the 
process ? 

Dr. Matuory: Yes, though the process is a 
little more marked on the left. The physical 
signs in this case are of interest and unquestion- 
ably misleading. I have a very vivid recollection 
of a case I saw as an interne which had every 
possible sign of consolidation, including in- 
creased tactile fremitus. The story, however, 
was that of pleurisy, and when we put in a 
needle 1800 cubie centimeters of fluid was with- 
drawn. 

A Strupent: How was the liver? 

Dr. Mauuory: It was not involved. 

Dr. Baker: Did you say where the tumor 
in the stomach was? 

Dr. Mauuory: It was a partially annular tu- 
mor encircling about two-thirds of the stomach, 
causing partial but not very great obstruction. 
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WHITE HOUSE CONFERENCE ON CHILD 
HEALTH AND PROTECTION 


THE first meeting of the Planning Committee 
of the White House Conference on Child Health 
and Protection was called by President Hoover 
last July, acting on his belief that the founda- 
tion for fullest citizenship is sound health of 
mind and body for everyone. 

The Conference has been divided by the Plan- 
ning Committee into five sections: Medical 
Service, Public Health Service and Adminis- 
tration, Education and Training, The Handi- 
capped Child (Prevention, Maintenance, Protec- 
tion) and Publie Relations. Its purpose is to 
gather all available information and scientific 
knowledge over the broadest possible field of 
child health and protection, or as announced, 
“to study the present status of the health and 
well-being of the children of the United States; 
to report what is being done for child health and 
protection ; to recommend what ought to be done 
and how to do it’’. 

Secretary Wilbur of the Department of the 
Interior is Chairman of the Conference, and Dr. 
Harry E. Barnard of Indianapolis is its director. 








The other officers are Secretary of Labor James 
J. Davis, Vice-chairman, and Edgar Rickard, of 
New York, Treasurer; Miss Grace Abbott, of the 
Children’s Bureau, Washington, is Secretary of 
the Executive Committee. 

The Medical Service Section is headed by Dr. 
Samuel McC. Hamill of Philadelphia; Surgeon 
General Hugh S. Cumming directs the section on 
Public Health; the Education and Training sec- 
tion is headed by President F. J. Kelly of the 
University of Idaho; the section on the Handi- 
capped Child by C. C. Carstens, Director of the 


Child Welfare League of America, and French ' 


Strothers of Washington is Chairman of the 
Public Relations Section, of which Mrs. Aida 
de Costa Breckenridge of New York is Director. 
More than seven hundred experts are serving 
on the various committees. Boston is repre- 
sented by the presence on the Medical Service 
Section of Dr. Kenneth D. Blackfan, and on the 
Public Health Section by Dr. George H. Bige- 
low, Commissioner of Public Health. 

Already the different sections and committees 
are at work collecting data, for without full 
knowledge constructive ideas cannot be expected. 
It is the right way to attack any problem and 
we may have every reason to expect gratifying 
results. 





AN OPPORTUNITY TO CONTRIBUTE TO A 
FUND IN MEMORY OF DR. JAMES S. 
STONE 
In appreciation of Dr. James S. Stone’s dis- 

appointment in being denied the privilege of con- 

tinuing the work of securing an endowment for 
the Boston Medical Library and the Massachu- 
setts Medical Society, a group of his friends is 
engaged in bringing to the attention of others 
who felt warm regard for Dr. Stone the oppor- 
tunity of contributing to this fund in the same 
spirit which would have been shown if Dr. Stone 
himself could have put his plans into execution. 

He was regarded as an influential member 
of the committee in charge of the program of 
soliciting contributions and it is probable that 
if he could have carried out his own plans the 
result might have made a substantial difference 
in the result of the canvass. 

Dr. Stone was widely known throughout the 
state because of his standing as a surgeon and 
his service to the profession as President of the 
Massachusetts Medical Society for two years and 
later as the executive assistant to the President 
during Dr. Birnie’s term; hence by reason of 
his many contacts he would undoubtedly have 
secured many contributions to the fund. 

A statement has been prepared which will be 
circulated among Dr. Stone’s friends so far as 
they are known to the committee with ideas that 
an opportunity would then be created to carry 
on the project in which he was vitally interested. 

If any interested person would like to have 
these pamphlets they will be supplied by W. P. 


‘Bowers, 165 Newbury Street, who will act for 


the committee in receiving contributions. 
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THIS WEEK’S ISSUE 
ConrTaAINS articles by the following named au- 
thors: 


Woopwarp, Samuet B. A.B., M.D. Harvard 


1878. His subject is: ‘* Medical Ethies’’. Page 
843. Address: 58 Pearl Street, Worcester, 
Mass. 


Hupson, Henry W., Jr. M.D. Harvard 1925. 
Assistant in Surgery, Harvard Medical School. 
Junior Assistant Surgeon, Children’s Hospital. 
Assistant Surgeon, Milton Hospital. Surgeon, 
New England Home for Little Wanderers. His 
subject is: ‘‘The Treatment of Acute Empyema 
Thoracis in Children’’. Page 853. Address: 
66 Commonwealth Avenue, Boston. 


NEAL, JOSEPHINE B. B.A., D.Sc. (Honorary), 
M.D. Cornell University Medical College 1910. 
In charge, Division of Applied Therapy, Depart- 
ment of Health, City of New York. Clinical 
Professor of Neurology, Columbia University. 
Executive Secretary, Matheson Commission, En- 
cephalitis Research. Secretary, International 
Committee for the Study of Infantile Paralysis. 
Her subject is: ‘‘Service for Meningococcie 
Meningitis’’. Page 859. Address: 45 Gramer- 
ey Park, New York City. 


Rowe, Stuart N. A.B. Assistant Instructor 
Physiological Chemistry, University of Michigan 
1927-1929. Student Interne, Thomas Henry 
Simpson Memorial Institute for Medical Re- 
search 1929-1930. His subjeet is: ‘‘Mikuliez’s 
Syndrome with Chronie Lymphatic Leukemia’’. 
Page 863. Address: Simpson Memorial Insti- 
tute, Ann Arbor, Michigan. 


Himes, Norman E. B.S., M.A. Formerly Fel- 
low, Social Science Research Council. Instructor 
in Eeonomics, Simmons College and Simmons 
School of Social Work. His subject is: ‘‘Con- 
traceptive Methods: The Types Recommended 
by Nine British Birth Control Clinies’’. Page 
866. Address: 121 Holden Green, Cambridge, 
Mass. 





—<>—— 


Che Massachusetts Medical Society 


SECTION OF OBSTETRICS AND GYNECOLOGY 
Louis E. Phaneuf, M.D. Alonzo K. Paine, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 


What are the rational uses of endocrine therapy 
aim gynecology ? 


It is particularly difficult to answer this ques- 
tion as asked, because so large a proportion of 
our knowledge and beliefs regarding endocrine 
therapy are still empirical rather than rational. 
Moreover, the body of empirical knowledge has 
been extensively confused by unscientific com- 
mercial propaganda on the one hand, and by un- 





critical observations and unwarranted conclu- 
sions on the other. 

We may attempt first to lay down certain gen- 
eral principles, and then to present certain prac- 
tical applications of them. 


GENERAL PRINCIPLES 


Endocrine therapy is entirely useless and po- 
tentially harmful in any case unless four fun- 
damental conditions are fulfilled. 

(1) The patient must exhibit a genuine en- 
docrine deficiency, so that the effect of treatment 
is to supply an actually existing need. This 
statement holds good, whether the mechanism of 
endocrine treatment is primarily substitution or 
primarily homostimulation. In either case the 
final result should be the filling of a gap in the 
economy of the body. Unless that gap exists, no 
good can come from an effort to fill it; indeed, 
harm may come if an overload of potent hor- 
mones is imposed upon the organism. 

(2) A comprehensive examination must rule 
out the non-endocrine causes of the symptom or 
symptoms in question. It would be patently 
absurd, for example, to treat a case of sterility 
by endocrine therapy if the wife’s tubes were 
closed or if the husband’s semen were devoid of 
spermatozoa because of epididymal block. This 
principle is so obvious that it should need no 
emphasis. Nevertheless, it has been repeatedly 
violated both in theory and in practice, and in 
consequence an enormous amount of utterly 
useless treatment has been conducted. 

(3) The primary focus of failure must be ac- 
curately identified. No one doubts the close in- 
terrelation of all the endocrine glands, and the 
interaction which evokes a response from most 
if not all others whenever an insufficiency de- 
velops in any one. It has been found, however, 
that the best therapeutic results are obtained by 
intensive treatment of the one gland which is 
the primary focus of failure. Attempts at pluri- 
glandular therapy are, in general, much less 
satisfactory. When the gland primarily at fault 
has been brought up to a level of normal fune- 
tion, responsive disturbances in other glands 
tend to regulate themselves. 

(4) The appropriate glandular medication 
should be given in a potent form, in adequate 
dosage, and for a sufficient time. Each one of 
these three requirements has proved more or 
less difficult of fulfillment. Until recently the 
potency of most endocrine preparations, other 
than those of the thyroid, has been uncertain; 
however, it has now become possible to obtain 
preparations of pituitary and ovarian material 
of a more reliable character. The dosage, ex- 
cept again in the case of the thyroid, has been 
regulated in a rather haphazard manner and has 
ordinarily been too small. As regards the dura- 
tion of treatment, in many endocrine conditions 
treatment must be carried out for life, sinee the 
mechanism is entirely substitutional ; in most en- 
docrine cases the duration of treatment is to be 
estimated in months at least, if not in years. 
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PRACTICAL APPLICATIONS 


In the voluminous literature on the subject of 
endocrine therapy it would be possible to find 
justification for using almost any portion of the 
animal body in the treatment of almost any ill 
to which human flesh is heir. A large propor- 
tion of such ideas, however, are immediately re- 
jected by every critical observer. There remain 
numerous other recommendations of which the 
value is still sub judice. For example, the writer 
has never been convinced of any benefits result- 
ing from endocrine therapy in sexual frigidity, 
dysmenorrhoea, hyperemesis gravidarum, or in- 
adequate lactation. However, its use is warmly 
advocated by certain workers in each of these 
conditions. 

On the contrary, there are some symptoms 
presented by gynecologic patients in which real 
benefit appears to follow the use of endocrine 
therapy, always within the definite limitations 
of the general principles enunciated at the be- 
ginning of our discussion. Five such conditions 
deserve brief comment. 

(1) Functional bleeding. At the beginning 
and also at the end of a woman’s period of 
sexual activity—that is, at puberty and at the 
menopause—it is not uncommon to encounter 
uterine bleeding without demonstrable organic 
pathology. A complete vital-function study of 
such eases usually reveals an ovarian under- 
activity. Treatment with suitable preparations 
of ovarian hormone, or so-called ‘‘female sex- 
hormone’’, often yields prompt results. 

In conformity with the second of our general 
principles, it must be understood that no bleed- 
ing can be considered functional unless every 
possible organic cause, both in the pelvie organs 
and in the general constitution, has been care- 
fully ruled out. Indeed, it requires consider- 
able courage to make a diagnosis of functional 
uterine bleeding. 

(2) Vasomotor symptoms of menopause. Al- 
though it has recently been claimed that the ad- 
ministrations of ovarian preparations have no 
specific effect upon the vasomotor symptoms of 
menopause, and that simple sedative treatment 
will accomplish the same results, the great ma- 
jority of gynecologists are still of the opinion 
that these annoying symptoms are readily con- 
trolled by ovarian organotherapy. 

(3) Amenorrhoea. Many eases of amenor- 
rhoea are due to causes entirely non-endocrine. 
In other eases the initial trouble was endocrine 
failure, but the continuance of amenorrhoea is 
due to a subsequent atrophy or permanent 
hypoplasia of the pelvic organs. No good ean 
be expected from endocrine therapy in eases of 
these two types. On the other hand, in cases 
Where the amenorrhoea is of relatively short 
duration and where there is a demonstrable en- 
docrine insufficiency, it is probable that the nor- 
malization of the endocrine balance will result 
In a normalization of 'the menstrual function. 
The gland most commonly at fault in these cases 
Is the anterior lobe of the pituitary, the thyroid 





is next in frequency, and the ovary is at fault 
only in a small proportion of cases. 

In this connection it should be emphasized 
that the treatment of amenorrhoea and other 
menstrual disorders during the adolescent years 
is a matter of enormous importance, since good 
results are obtained with relative ease while the 
patient still possesses the developmental urge. 
If, however, such conditions are neglected in 
their early stages, the result is likely to be pelvic 
hypoplasia and permanent functional failure. 

(4) Obesity. It is, of course, well understood 
that the majority of overweight patients owe 
their conditions to the simple formula of too 
much food and too little exercise. In a limited 
number of cases a depressed metabolism favors 
the accumulation of material which should nor- 
mally be burned. Under such conditions, and 
then only, should endocrine therapy be used in 
the treatment of obesity. Adequate vital-func- 
tion study will show whether the gland required 
is pituitary, thyroid, or ovary. 

(5) Sterility. Demonstrable endocrine fail- 
ures constitute about 20% of all the causative 
factors in sterility. The pituitary is the gland 
at fault in about three-fifths, the thyroid in 
three-tenths, and the ovary in only one-tenth of 
all endocrinopathie eases. 

Proper endocrine therapy is therefore indi- 
cated in sterility when, and only when, an en- 
docrine deficiency exists. At the same time other 
methods of treatment must be employed to cor- 
rect the non-endocrine abnormalities in each par- 
ticular case. 





Questions of a similar nature to the above will 
be discussed in the Journal each week. They 
may be addressed to the Clerk of the Committee 
in care of the Journal and will be answered by 
members of the Committee of the Section of 
Obstetrics and Gynecology. 


<iien 
— 


THE TREASURER’S REPORT WITH RE- 
SPECT TO DIVIDEND DISTRIBUTION 


THE Treasurer of the Massachusetts Medical 
Society makes the following report regarding 
the dividend distribution made April 8, 1930: 

The Council of the Society voted to distribute 
the sum of $4000 to the District Societies this 
year. The total number of payments received 
in time to count for the dividend computation 
was 3384 making the dividend per each paid 
member $1.182033. 

The following table gives the number of pay- 
ments in each District and the dividend: 





Number Re- 

District ported Paid Check 
Barnstable . . & $ 41.37 
Berkshire ..... . 89 105.20 
Bristol North 53 62.65 
Bristol South ........ .. 150 177.30 
Essex North . .. 148 174.94 
Essex South. ........ .. 179 211.58 
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I, ic ces cictiatomehetgs 31 36.67 
I nad cinch icicle Adami 51 60.28 
a, LTT 262.41 
Middlesex East ............................. 82 96.93 
Middlesex North 0.000000... 106 125.29 
Middlesex South 2000000000000... 558 659.57 
OTTO... eee 673.76 
Norfolk South .....00000000............ 73 86.29 
ne | 99.29 
ae 689.12 
EIR RR TTT 306 361.70 
Worcester North 2 64 75.65 

3384 $4000.00 
Non-resident. ..................................... 200 





Total paid March 1, 1930 3584 

Total paid March 1, 1929 3641 
112 payments were made between March 1, 
1929 and April 24, 1929, a total of 3753. From 
March 1 to April 24, 1930, 251 payments were 
made, making a total of 3835, a gain of 82 

over 1929. 

ArTHUR K. Stone, M.D., Treasurer. 

ep 


MISCELLANY 


MASSACHUSETTS PUBLIC WELFARE COUNCIL 





(Formerly known as Committee on Governor Allen's 
Public Welfare Program) 

We take occasion to present below a record of 
the minutes of the meeting of the Executive Com- 
mittee of this organization held March 26 which 
gives information to persons interested in matters 
of public welfare in this Commonwealth. 





At a meeting of the Executive Committee, March 
26, 1 P. M., at Boston Chamber of Commerce there 
were present—Christian A. Herter, Dr. Hilbert F. 
Day, Mrs. George S. Derby, Malcolm Donald, Charles 
Jackson, James Ernest King, Dr. Roger I. Lee, Rev. 
George P. O’Conor, J. Frank O’Hare, Elwyn G. Pres- 
ton, Mrs. Edwin S. Webster, Mrs. Barrett Wendell 
and Richard K. Conant. 

Mr. Herter, presiding, outlined briefly the circum- 
stances under which he had been asked to accept 
the chairmanship of the organization, succeeding Mr. 
A. C. Raishesky. In announcing his decision, he 
_ reviewed the possibilities for usefulness which he 
believed to be open to the committee, and submitted 
a2 memorandum of business. 

After considerable discussion of the program which 
the committee should follow, it was unanimously 
agreed that the organization should consider itself 
of a somewhat experimental nature for a period of 
one year, at which time it would assess its own 
utility in carrying forward the accepted program. 

On this basis, the following motions, duly sec- 
onded, were adopted: 

(1) That the name of the organization be 
changed to the Massachusetts Public Welfare Coun- 
cil. 


(2) That the chairman be authorized to engage 








an executive secretary and to open offices at 11 Bea- 
con Street, Boston.* 

(3) That Malcolm Donald be elected as treasurer. 

(4) That a specific program be prepared for dis- 
cussion at the next meeting, to be called by the 
chairman. 

Adjourned 2:45 P. M. 


*Wendell D. Howie of Cambridge has been appointed as 


Executive Secretary. 





WEEKLY HEALTH INDEX 


Telegraphic returns from 63 cities with a total 
population of twenty-nine million for the week end- 
ing April 19, indicate a mortality rate of 13.7 as 
against a rate of 12.8 for the corresponding week of 
last year. The highest rate (26.3) appears for Mem- 
phis, Tenn., and the lowest (7.4) for Flint, Mich. 
The highest infant mortality rate (143) appears for 
Memphis, Tenn., and the lowest for Cambridge, 
Mass., and Knoxville, Tenn., which reported no in- 
fant mortality. 

The annual rate for 63 cities is 13.9 for the six- 
teen weeks of 1930, as against a rate of 15.7 for the 
corresponding weeks of 1929. 

—— 


CORRESPONDENCE 


ARTICLES ACCEPTED BY THE AMERICAN MEDI- 
CAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 


535 North Dearborn Street, Chicago, IIL, 
April 25, 1930. 





Managing Editor, 
The New England Journal of Medicine. 
Dear Doctor: 

In addition to the articles enumerated in our letter 
of March 28, the following have been accepted: 
Mead Johnson & Co. 

Mead’s Dextri-Maltose with Vitamin B 
Parke, Davis & Co. 
Ampoules of Pitocin 0.5 ce. 
Yours truly, 
W. A. PuckNer, Secretary, 
Council on Pharmacy and Chemistry. 


_ 
——__— 


RECENT DEATHS 


AMADON—ArTHUR FRANK AMADON, a Retired Fel- 
low of the Massachusetts Medical Society, died at 
Troy, New York, March 29, 1930, aged 71. 

WHITE—Dr. BELLE PLATT Wuirte, 58 years old, 
for 31 years a physician in Springfield, retiring in 
1925, died March 31 at her home, 182 Sumner Ave- 
nue. Dr. White had made her home in Springfield 
for 40 years. She was born in Bridgeport, Connec- 
ticut, and received her early education in the public 
schools in Brooklyn, and in the Hillside Preparatory 
School of Waterbury, from which she was graduated. 
She also studied in Europe, and took a postgraduate 
course in the Postgraduate College in New York. 

She was a member of the Massachusetts Medical 
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Society, the American Medical Association, the 
Woman’s Political Class and Faith Congregational 
Church. 

She leaves her husband, Leander W. White of 
Springfield, and two sons, Harrison G. White of At- 
lanta, Georgia, and Gardner White of Springfield. 


<i 


NOTICE 
UNITED STATES CIVIL SERVICE 
EXAMINATION 


The United States Civil Service Commission an- 
nounces the following open competitive examination: 


Associate Medical Officer (Pathology) 








Applications for associate medical officer (pathol- 
cgy) will be rated as received by the Civil Service 
Commission at Washington, D. C., until June 30, 
1930. 

The United States Civil Service Commission calls 
attention to the fact that eligibles are required for 
filling vacancies in positions of associate medical 
officers (pathology) in the U. S. Public Health Serv- 
ice, at Ellis Island, N. Y., and Detroit, Mich. 

The entrance salaries range from $3,200 to $3,700 
a year. 

Applicants must have been graduated with the de- 
gree of M.D. from a medical school of recognized 
standing; and, in addition, must have had at least 
two years of specialized study or practice in human 
pathology. 

Full information may be obtained from the United 
States Civil Service Commission, Washington, D. C., 
or the Secretary of the United States Civil Service 
Board of Examiners at the post office or customhouse 
in any city. 


<i 
=—_— 


REPORTS AND NOTICES OF 
MEETINGS 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


ANNUAL MEETING 








The annual meeting of the Plymouth District, of 
the Massachusetts Medical Society, was held at 
the Commerical Club of Brockton, Thursday eve- 
ning, April 17, 1930, with over 60 physicians of the 
district in attendance. The dinner was served at 
6:45 P. M. and the annual oration was given by Dr. 
Frederick F. Weiner Genito-Urinary surgeon of the 
staff of the Brockton Hospital. His subject was 
“The Management of Prostatic Diseases,” illus- 
trated with moving pictures. After the dinner was 
served, Dr. Thomas H. McCarthy, president of the 
Plymouth District Society, introduced Dr. Frederick 
F. Weiner. He gave one of the best papers that has 
been read before the society for some time. He was 
very clear and concise in his remarks, and his paper 
was well illustrated by the moving pictures. In 
introducing Dr. Weiner Dr. McCarthy stated in sub- 
stance that all the District Societies with the excep- 
tion of the Plymouth District have given up the 
annual oration but we feel that we have talent on 
hand that is very capable of giving to our society 








a paper that is worth listening to. Two years ago 
our society was privileged to hear a paper illustrated 
with lantern slides of the late Dr. David Bridge- 
wood, and it was a very fine piece of work. Last 
year Dr. Ralph C. McLeod delivered a very fine 
oration. We can always select a good man from 
our Own society. Dr. Weiner then proceeded with 
his oration. At the conclusion of Dr. Weiner’s 
oration a short business meeting was held. Dr. 
George A. Moore read the records of the last meet- 
ing which were approved. Dr. McCarthy then read 
for the convenience of the members present the 
names of those who had been taken into the society 
during the past year. They are as follows: 

Dr. E. E. Goodwin, Dr. Edward E. Jones, Dr. 
Abraham Rifkin, Dr. Mildred Ryan, Dr. Helen Pierce 
of Plymouth, Dr. Willis Buck of Randolph, Dr. 
Glasier, Dr. Bornstein. 

Dr. John P. Shaw was then called upon by Presi1- 
dent McCarthy to read the report of the nominating 
committee for officers of the ensuing year. 


Dr. Frederick W. Murdock, Brockton—President. 
Dr. John J. McNamara, Brockton—Vice-President. 
Dr. George A. Moore, Brockton—Secretary. 
Dr. Alfred C. Smith, Brockton—Treasurer. 


Councillors: Dr. Edgar D. Hill, Plymouth—nom- 
inating; Dr. Wilfred G. Brown, Plymouth—alternate; 
Dr. Charles G. Miles, Brockton; Dr. Alfred C. Smith, 
Brockton; Dr. John P. Shaw, Brockton; Dr. Thomas 
H. McCarthy, Brockton. 

Censors: Dr. John P. Shaw, Brockton—Supervisor; 
Dr. David P. Tuholski, Brockton; Dr. Wm. E. Cur- 
tin, Plymouth; Dr. Richard B. Rand, North Abing- 
ton; Dr. Arthur W. Carr, Bridgewater. 

Orator: Dr. Leo P. Crimmin, Brockton. 

Librarian: Dr. John H. Weller, Bridgewater. 

Commissioner of Trials: Dr. Walter Pulsifer, Whit- 
man. 


The officers as recommended by the nominating 
committee were unanimously elected by the society. 
Dr. Thomas H. McCarthy, Retiring President of the 
Plymouth District Society, then addressed the meet- 
ing. “I have served two years as your president 
with great pleasure. I wish at this time to thank 
each and every one of you especially those who 
have helped me so much. Since the time I was 
elected your president two years ago, I have had 
three problems uppermost in my mind; first. to 
increase the attendance at the meetings; second, to 
promote harmony among the members and give 
them a chance to come into contact with each other; 
third, to create more interest in literary work. I 
feel that I have succeeded in increasing the attend- 
ance at the meetings. At the last meeting there 
were over 60 physicians from all parts of the dis- 
trict. Tonight I can see over 60 physicians gath- 
ered around the banquet table which is very grati- 
fying. I feel that I have succeeded also in promot- 
ing harmonious relations among physicians of the 
district. When physicians are jealous and envious 
of one another and attempt in a small way to stab 
each other in the back nothing good can result from 
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such tactics and today I feel that the physicians of 
this district are more closely united than at any 
other time in the history of this society and natural- 
ly I am pleased at this result. The third ambition 
that I hoped to realize, i.e., to create more interest 
in our clinical work, I feel has not been fully suc- 
cessful. I have not received the codperation that 
[ hoped to receive from the different hospitals. I 
had hoped during my two years of service to have 
clinics in the different hospitals of our city so that 
we might have more instruction and more interest 
shown in that line of work but even if there is 
jealousy among men of the medical profession, and 
ours is not entirely free, I am happy to say that the 
Plymouth District Medical Society is known through- 
out the state as a most progressive and up-to-date 
society. In June the Massachusetts Medical Society 
will meet in Plymouth. The long established custom 
of meeting only in Boston has been modified in re- 
cent years and this is an unusuai year. The meeting 
will be in the form of a special celebration of the 
Medical Society, and I now take 
particular pleasure in introducing Dr. Edgar Hill, 
chairman of the committee of arrangements, who 
will give you a very brief outline of what his com- 
mittee has done up to the present time in arranging 
for the comfort of guests who are to be entertained 
at the celebration.” 

Dr. Hill stated that when the Massachusetts Medi- 
cal Society members arrive in Plymouth, one of the 
first things that they would see would be a banner 
strung across the street the 17th of June with the 
words—Plymouth welcomes the Massachusetts Medi- 
The Plymouth Memorial Hall will be 
open two days and two nights. This hall holds 2000 
people, and every one will be admitted free. The 
armory will be thrown open and will be used for 
entertaining members at the Cotting Luncheon free 
of expense. Tents will be erected by the Plymouth 
Cordage Company. They will be put up, and chairs 
will be given to us to use at no expense. A large 
Committee of ladies has been organized under the 
general direction of Dr. J. J. McNamara. Dr. Helen 
Pierce wili be general chairman of this ladies’ com- 
mittee. Various sub-committees have been formed 
to entertain all of the members of the socie- 
ty by showing them about old Plymouth, telling 
each delegation descriptive stories of the different 
antiques of the town. There is a golf course that 
_they will be taken to if they wish and there are 
tennis courts if they desire to utilize them. The Old 
Colony Club will keep open for two days and two 
nights. The Plymouth Cordage Company will ex- 
tend invitations to go through their plant and will 
have a committee to show them around. Our two 
hotels as well as the Mayflower Inn will be open to 
the members. There are also many rooming houses 
in Plymouth with very desirable accommodations 
for those who intend to stay a longer period. There 
are a great many people on these different commit- 
They will help out, and provision will be made 
We are going to do our utmost to 
There will be dancing 


Massachusetts 


cal Society. 
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for every one. 
give to every one a good time. 





and bridge parties for the ladies if they desire. 
There will be plenty of good food and entertainment 
for all, and we would like to welcome every member 
oi the Society to this great celebration. Dr. Hill 
was loudly applauded after reading his report. 


Dr. McCarthy then introduced as the next speak- 
er president-elect Dr. Frederick W. Murdock of 
Brockton. Dr. Murdock said—“I have a sense of 
modesty that overcomes me as I address you. To 
keep up the pace that Dr. Thomas H. McCarthy has 
set and to keep up his high standard will be a very 
hard proposition for his successor. I want to ask 
every one for his codperation. We do want to keep 
up this large attendance at the meetings, but most 
ot all we want harmony among the members in order 
to get the best results. As far as I know at the 
present time the Plymouth District Society is free 
from antagonistic personal feélings in fact I believe 
more so than any other section of the state. It is 
my belief that most of the physicians of our district 
are kind to each other. We cannot have success 
in our society unless we have harmony, and it is my 
wish that if it is possible to develop more of this 
sentiment, I will do my utmost to bring it about. I 
consider it a great honor to be elected President of 
this society and a great honor to be leader of this 
body of men. We as physicians do a lot of good work 
that is not appreciated but we keep carrying on just 
the same, and I have great respect for every one 
of this society, having been a member for over 30 
years, serving as a private in the ranks, but up to this 
time I have never aspired for office. I feel that it is 
the duty of every member to do something of a 
constructive nature for his fellows, and as your Pres- 
ident for the ensuing year I will promise you that I 
will do my utmost to merit your respect in this great 
responsibility. The society in many ways has been 
a benefit to us all. It creates our good-will and good 
feeling toward ,each other. Our membership has 
increased «and our members are working more har- 
moniously. We also learn from a scientific ¢tand- 
point by conferences with each other. Papers are 
read that are interesting to all of us, and we are 
instructed by them. I always feel we are going 
forward, not backward. We very rarely stand still. 
As the society is going forward and has been going 
forward for the last three or four years I feel 
as Dr. McCarthy has felt that we should have 
hospital clinics. We have three good hospitals in 
cur city and there is no good reason why we 
should not have a clinic at each one of them at ieast 
once a year. In the larger cities the hospitals 
are very glad to have the Medical Profession hold 
clinics at their hospitals, but for some reason it has 
seemed to have been difficult to get clinics estab- 
lished in the hospitals of Brockton, but we hope 
for better results in the near future. We have men 
in our society who can demonstrate good work. 
We have entertained a Senator and representatives 
of this district at luncheon in order for us to ex- 
change ideas that would be helpful to each other. 
In this respect I feel that Dr. Thomas H. McCarthy, 
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the retiring president of our society, has done a 
splendid piece of work and should be complimented. 
In closing I again ask for the codperation of every 
member to help in keeping up the high standards 
that have been set by the retiring president and wish 
to thank you for your confidence in electing me pre- 
siding officer for the ensuing year.” 

Dr. Thomas H. McCarthy then informed the mem- 
bers of the death of Dr. James H. Drohan whose 
funeral had been held April 17, 1930. Dr. McCarthy 
spoke very feelingly of him as a physician, as a 
man, and as a friend. He asked the members to 
stand one minute out of respect for their departed 
member. Dr. McCarthy then spoke of Vice-President 
elect, Dr. J. J. McNamara, who, he stated, has been 
a member of the society for 27 years, and has al- 
ways worked in the. ranks. Dr. McNamara very 
briefly stated that he appreciated the election to the 
office of Vice-President of the society, and would 
pledge his hearty support to Dr. Murdock to keep up 
the high standard that has been set by his prede- 
cessors. 

Among those present were: Dr. Ragolsky, Boston; 
Dr. Drebler, Boston; Dr. Althsuler, Boston; Dr. Hill, 
Plymouth; Dr. Rand, Abington; Dr. Brown, Plym- 
euth; Dr. Curtin, Plymouth; Dr. Buckley, Brockton; 
Dr. Caplan, Stoughton; Dr. Hayden, Plymouth; Dr. 
Barrett, Brockton; Dr. Leavitt, Brockton; Dr. Gil- 
more, Brockton; Dr. Pope, Avon; Dr. Reed, Whit- 
man; Dr. B. Murphy, Brockton; Dr. Maybury, Rock- 
land; Dr. Lupien, Brockton; Dr. Buck, Randolph; 
Dr. Ricard, Abington; Dr. Phaneuf, Brockton; Dr. 
Rifkin, Brockton; Dr. Champ, Brockton; Dr. Law- 
rence, Brockton; Dr. Krugar, Brockton; Dr. Smith, 
Brockton; Dr. McNamara, Brockton; Dr. Condrick, 
Brockton: Dr. Whitmarsh, W. Bridgewater; Dr. 
Burack, Brockton; Dr. Gosian, Brockton; Dr. Weiner, 
Brockton; Dr. McCarthy, Brockton; Dr. Murdock, 
Brockton; Dr. Tuholski, Brockton; Dr. Le May, 
Brockton; Dr. Crimmin, Brockton; Dr. Noyes, 
Brockton; Dr. Littlehale, Hanson; Dr. Rand, Lewis- 
ton, Me.; Dr. Goddard, Brockton; Dr. Goodwin, 
Brockton; Dr. Weller, Bridgewater; Dr. Hollester, 
Brockton; Dr. Moore, Brockton; Dr. McCann, Brock- 
ton; Dr. Callahan, Brockton; Dr. Boucher, Brock- 
ton; Dr. Crawford, Holbrook; Dr. Copeland, Brock- 
ton; Dr. Miles, Brockton; Dr. Carr, Bridgewater; Dr. 
Richmond, E. Bridgewater; Dr. Bannerman, E. 
Bridgewater; Dr. Ritvo, Boston; Dr. Higgins, Ran- 
dolph; Dr. Hammond, Hanover; Dr. Hanson, State 
Farm; Dr. Livermore, Mansfield. 





MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY | 

The annual meeting of the Middlesex South Dis- 
trict Medical Society was held April 23 at the Com- 
mander Hotel, Cambridge. It was presided over by 
the President Dr. Fresenius Van Niiys of Weston. 

Election of officers for the ensuing year was held. 
The following were elected: 

President: Fresenius Van Niiys, Weston. 

Vice-President: Fritz Walter Gay, Malden. 

Secretary: Alexander A. Levi, Cambridge. 


Treasurer: Edward Meilus, Newton. 

Commissioner of Trials: Edwin P. Stickney, Ar- 
lington. 

Member of the Nominating Committee of the 
Massachusetts Medical Society: Edmund H. Stevens, 
Cambridge. 

Alternate: Thomas M. Durrell, Somerville. 

Censors: Frank R. Stubbs, Newton; Norman M. 
Hunter, Hudson; Fred R. Jouett, Cambridge; John 
McLean, Somerville; Dwight O’Hara, Waltham. 

Orator: Irving J. Walker. 

Councillors: 

District No. 1—Edmund H. Stevens, James W. 
Sever, Willard A. Putnam, Hollis L. Seavey, A. C. 
Potter, John P. Nelligan, W. Stewart Whittemore. 

District No. 2—Clarence H. Staples, Henry J. 
Keaney, Ralph W. McAllester, Harry H. Flagg. 

District No. 3—Frederick G. Smith, Charles E. 
Mongan, Allen H. Blake, Walter T. Burke, Thomas 
M. Durrell, Charles F. K. Bean. 

District No. 4—Charles B. Fuller, Harold R. Webb, 
Fred A. Higginbotham, Henry Joel Wolcott, Charles 
F. Atwood, Conrad Bell. 

District No. 5—Edward A. Andrews, Francis G. 
Curtis, Lewis H. Jack, Irving L. Fisher, Edward 
Mellus, Walter H. Crosby, Hartley W. Thayer. 

District No. 6—Dana F. Cummings, Cora E. Har- 
riman. 

District No. 7—Josephine D. Kable, Norman M. 
Hunter. 

Auditors: Arthur N. Makechnie, Alvah C. Cum- 
mings, William McDonald. 

Committee: C. M. Hutchinson, E. F. Sewall, 
George L. West, Lee W. Maguire, Joseph C. Merri- 
man, Sidney C. Dalrymple. 


A paper by Dr. Charles E. Mongan on “Some As- 
pects of the Modern Practise of Medicine” was read. 
His paper was extremely interesting and was voted 
one of the best presented to the Society. 

The paper was followed by a dinner which was 
attended by nearly two hundred members. 

ALEXANDER A. Levi, M.D., Secretary, 
Middlesex South District Medical Society. 





GREATER BOSTON MEDICAL SOCIETY 


A meeting of the Greater Boston Medical Society 
will be held on Tuesday, May 6, 1930, at 8:15, at 
the Beth Israel Hospital. 


PROGRAM 


1. Nomination and Election of Officers. 
2. New Business. 
3. Moving Pictures of last Annua! Outing. 
Louis Sitver, M.D., Secretary, 
483 Beacon Street, Boston, Mass. 





LECTURE ON SOME ASPECTS OF METABOLISM 


By Graham Lusk, Ph.D., M.D., Se.D., F.R.S. (Edin.), 
Professor of Physiology, Cornell Medical School, at 
Harvard Medical School, Building E Amphitheatre, 
on Thursday, May 8, 1930, 5 P. M. Auspices of 
Alpha Omega Alpha. 
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NEW ENGLAND PEDIATRIC SOCIETY 
PRELIMINARY NOTICE 
The next meeting of the New England Pediatric 
Society will be held in Boston, on Friday, May 23, 
1930. 
Full details of the meeting will be published later. 


GROVER Powers, M.D., President. 
GERALD HoEeFFEL, M.D., Secretary. 





MASSACHUSETTS GENERAL HOSPITAL 
A Clinical Meeting of the Staff of the Massachu- 
setts General Hospital will be held in the Moseley 
Memorial Building on Thursday, May 8, 1930, at 
S:15 P. M. 
PROGRAM 


1. The Nature of Obesity—Dr. L. H. Newburgh, 
Ann Arbor, Michigan. 
Preceding Dr. Newburgh’s paper several interest- 
ing cases will be presented. 
Physicians, Medical Students and Nurses are cor- 
dially invited to attend. 
COMMITTEE ON HospiraAL MEETINGS. 
ica Seta acs 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


1929-1930—-Massachusetts Dietetic Association. Com- 
plete schedule appears on page 852, issue of October 24, 
1929. 

March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24, 1929. 

May 2—Annual Meeting of the American Society of 
Stomatologists. Detailed notice appears on page 92, issue 
of January 9. 

May 5-10—First International Congress on Mental Hy- 
giene. Detailed notice appears on page 93, issue of Janu- 
ary ¥Y. 

May 6—Greater Boston Medical Society. 
tice appears on page 889. 

May 8—Massachusetts General Hospital. 
tice appears above. 

May 8—Clinical and Surgical Association of Massachu- 
setts. Complete notice appears on page 745, issue of 
April 10. 

May 8—Lecture on Some Aspects of Metabolism. 
ham Lusk. See page 889 for detailed notice. 

May 23—New England Pediatric Society. 
notice appears above. 

June 23-July 12—The Fourth Public Health Institute. 
Complete notice appears on page 839, issue of April 24. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31, 1929. 

October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19, 1929. 

March 23-27, 1931—Fifteenth annual clinical session of 
the American College of Physicians. Detailed notice 
appears on page 790, issue of April 17. 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 

May 1—Thursday—Censors’ meeting at Hotel Bartlett, 
95 Main Street, Haverhill, (Telephone 3430) at 2 P. M 
sharp. 

May 14—Wednesday—Annual Meeting, at Anna Jaques 
Hospital, Highland Avenue, Newburyport, Mass., at 12 
noon. Subject, “Infective Foci: Sense or Nonsence’’. 
There will be talks and discussions on the subject trom 
individual points of view, by seven physicians enguged 
in nine of the specialties of medicine, and from the dental 
standpoint. 


J. FORREST BURNHAM, M.D., Secretary. 


Essex South District Medical Society 

Thursday, May 1, 1930—Censors meet for Examination 
of Candidates at Salem Hospital at 3:30 P. M. 

Tuesday, May 13, 1930—Annual Meeting. The Tavern, 
Gloucester. Speaker: Dr. C. Macfie Campbell, Director 
of Boston Psychopathic Hospital. Subject to be an- 
nounced later. Ladies invited. Dancing. 


R. E. STONE, M.D., Secretary. 


Detailed no- 
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Franklin District Medical Society 


The next meeting of the Franklin District Medical 
Society will be held at the Weldon Hotel, Greenfield, 
Mass., on the second Tuesday of May, at 11 A. M. 


CHARLES MOLINE, M.D., Secretary. 


Hampshire District Medical Society 


The Annual Meeting will be held May 7. 
notice appears on page 792, issue of April 17. 


LUTHER O. WHITMAN, M.D., Secretary. 


Complete 


Middlesex East District Medical Society 


May 13—At Unicorn Country Club, Stoneham. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 


Middlesex South District Medical Society 


May 1, 1930—Censors’ mecting. Medical Library, Bos- 
ton, at 2 P. M. 


ALEXANDER A. LEVI, M.D., Secretary. 


Norfolk District Medical Society 


May 1, 1930—The Censors meet for the examination 
of candidates, in the Roxbury Masonic Temple, 171 War- 
ren Street, Roxbury, at 4:00 P. M. 


May 6, 1930—The eightieth annual meeting will be held 
at the Hotel Kenmore, Boston. 


FRANK S. CRUICKSHANK, M.D., Secretary. 


Suffolk District Medical Society 


May 1—Censors’ meeting. Complete notice appears on 
page 791, issue of April 17. 


LELAND S. McKITTRICK, M.D., Secretary. 
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BOOK REVIEWS 


The Annual Report of the Foxborough State Hos- 
pital. 


Since 1914 this institution has been conducted as 
a hospital for mental diseases. 

During the year ending November 30, 1928 the 
average number of inmates has been 920. The total 
cost for maintenance was $391,434.48. The weekly 
per capita cost was $8.1347. Capital investment es- 
timated to be $1,934,068.43. 

The medical service is performed by five physi- 
cians. 


Le Liquide Céphalo-Rachidien: Physiologie et Ex- 
ploration Du Systéme Ventriculo-Méningé. By Dr. 
RisER. Masson et Cie, Paris, 1929. 250 pages. 
Price, 28 francs. 


Considerable knowledge of the cerebrospinal fluid 
has come to us through French sources. The most 
complete study of the fluid was written by a French- 
man, Mestrezat, in 1911; the book still holds its own 
in spite of our advance in the subject. The use of 
lipiodol also arose in France. The present book at- 
tempts to review the previous work and, although 
many data have been added in England, Germany and 
America, the author still confines his major refer- 
ences to French sources. When work in this country 
is mentioned, the reference is so badly given that it 
is practically useless. Such carelessness serves only 
to set the reviewer against the whole book, in spite 
of some obviously good material therein. All, except 
for a few references to the author’s own original 
work, can be more accurately found in other vol- 
umes. 
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